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THIRD  ANNUAL  MEETING, 

Wednesday,  September  25,  1878. 

Morning  Session.  The  meeting  was  called  to  order  by  the 
Vice-President,  Dr.  William  Goodell,  of  Philadelphia,  at  10  a.  m. 
The  following  Fellows  were  present :  — 
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After  a  few  cordial  words  of  greeting,  the  President  called,  for 
the  address  of  welcome,  upon  Dr.  A.  H.  Smith,  of  Philadelphia, 
who  responded  as  follows :  — 
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Fellows  of  the  American  Gynecological  Society  :  It  falls 
upon  me  as  Chairman  of  the  Committee  of  Arrangements  to  wel- 
come you  as  well  as  the  guests  of  the  Society,  on  behalf  of  the 
resident  Fellows  ;  and  I  can  assure  you  that  it  is  a  pleasant 
duty,  yet  one  to  which  I  hardly  feel  myself  adequate  to  do  full 
justice.  For  it  is  no  mere  form  of  words  that  can  express  the 
feeling  of  gratification  at  having  among  us  as  our  guests  so  many 
with  whom  we  are  proud  to  associate  as  Fellows,  whose  names 
are  now  connected  with  the  most  important  fields  of  medicine  and 
surgery,  who  are  recognized  by  the  profession  the  world  over  as 
the  best  workers,  and  some  of  you  as  the  very  pioneers  in  that 
field.  We  feel  that  it  is  no  boyish  pride  with  which  we  are  elated 
in  asking  our  professional  brethren  to  assemble  and  give  you 
greeting,  as  we  feel  that  we  have  full  cause  for  self-congratu- 
lation. 

When  we  look  back  upon  the  work  that  we  have  done  in  the 
two  years  of  our  existence  as  a  Society,  we  cannot  fail  to  appre- 
ciate the  fact  that  our  meetings  must  be  looked  forward  to  with 
more  than  ordinary  interest,  —  the  past  being  a  guarantee  of  the 
future,  that  not  only  will  our  meetings  be  gatherings  of  enthusi- 
astic, devoted  workers,  but  that  they  will  be  replete  with  interest 
and  with  results  that  will  promote  the  advancement  of  science 
and  the  good  of  humanity. 

And  it  is  with  no  little  pride  that  we  can  refer  to  the  fact  that 
so  far  our  Society  has  been  bringing  together  with  an  unbroken 
harmony  men  from  all  sections,  —  teachers  from  the  rival  schools 
of  our  country  ;  men  of  diverse  interests  in  other  matters,  yet  all 
merging  themselves  into  the  common  interest  of  the  advancement 
of  science,  and  dropping  all  rivalry  but  that  of  being  foremost  in 
putting  shoulder  to  shoulder,  to  push  forward  the  good  work. 

I  welcome  you,  gentlemen,  not  only  on  behalf  of  our  fellow 
members  in  this  city,  but  I  can  rejoice  in  the  fullness  of  an  offer- 
ing of  good  will  from  our  whole  professional  body,  who  are  proud 
to.  have  you  in  their  midst.  The  branch  of  medicine  which  we 
represent  is  now  looked  upon  as  of  such  immense  magnitude  in 
its  bearings,  involving  to  such  a  degree  the  issues  of  life  and 
death  ;  involving  the  perpetuation  of  the  race,  the  rearing  of  the 
child  who  is  to  become  the  citizen ;  the  promotion  of  the  health 
and  usefulness  of  the  members  of  society  at  large  ;  and  the  com- 
fort and  happiness  of  the  fireside  circle  ;  that  every  medical  man 
from  greatest  to  least  is  ready  to  recognize  the  vast  importance  of 
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our  field  of  work,  and  ready  to  hold  out  the  hand  of  greeting, 
and  wish  us  God  speed. 

In  our  rejoicings  at  the  return  of  another  opportunity  to  mingle 
as  friends  and  enjoy  the  sight  of  one  another's  faces,  we  cannot 
forget  that  at  our  last  meeting  we  had  with  us  two  noble  fellow 
workers  —  veterans  in  the  service,  Nestors  in  the  Council  — whose 
faces  we  shall  see  no  more.  I  am  glad  that  the  portraying  of  their 
virtues  will  fall  to  the  hands  of  two  who  are  far  more  able  than 
myself ;  but  I  cannot  repress  the  impulse  to  refer  to  the  sad  loss 
which  we  almost  feel  can  never  be  fully  made  up  to  us. 

Let  me,  again,  cordially  welcome  you,  with  the  hope  that  your 
visit  to  Philadelphia  may  be  one  which  you  will  remember  with 
nothing  but  gratification,  from  the  pleasure  of  mutual  intercourse, 
and  the  enjoyment  of  work  well  done. 

I  can  only  desire,  in  remembering  the  meetings  of  our  Society 
in  the  past,  that  we  can  make  your  visit  as  pleasant  as  it  has  been 
made  for  us  by  our  brethren  elsewhere. 

The  President  announced  that  no  gentleman  could  be  nom- 
inated as  guest  except  by  the  Council.  The  following  gentlemen, 
being  present,  were  then,  on  nomination  by  the  Council,  invited 
by  vote  to  participate  in  the  discussions  during  the  sessions  of 
the  Society :  Drs.  Griffith,  Benjamin  Whiteley,  and  A.  F.  Erich, 
of  Baltimore  ;  Dr.  Bartlett,  of  Milwaukee ;  Dr.  A.  Brandis,  of 
New  York ;  Drs.  William  Corson  and  Hiram  Corson,  of  Morris- 
town  ;  Dr.  W.  C.  B.  Fifield,  of  Boston  ;  Drs.  S.  D.  Gross,  Ira 
Ray,  D.  Hays  Agnew,  T.  S.  Kirkbride,  S.  Weir  Mitchell,  Alfred 
Stille,  Alfred  Fricke,  Nathan  Hatfield,  W.  F.  Jenks,  John  H. 
Packard,  President,  J.  Forsyth  Meigs,  R.  A.  Cleeman,  and  L.  D. 
Harlow,  Vice-Presidents ;  and  W.  H.  H.  Githens,  Secretary  of 
the  Philadelphia  Obstetrical  Society ;  Drs.  G.  B.  Wood,  President, 
and  W.  S.  W.  Ruschenberger,  U.  S.  N.,  Vice-President  of  the  Col- 
lege of  Physicians ;  and  Dr.  H.  H.  Smith,  President  of  the  County 
Medical  Society,  all  of  Philadelphia. 

The  Vice-President,  having  first  invited  ex-President  Fordyce 
Barker  to  take  a  seat  upon  the  platform,  called  for  a  paper  on,  — 

I.  "A  Case  of' Rupture  of  the  Perineum  without  Implication 
of  the  Vulva,"  by  J.  C.  Reeve.  Discussion  by  Drs.  Campbell 
and  White.  At  this  point  the  Vice-President,  Dr.  Goodell,  having 
been  called  to  operate  upon  a  freshly  ruptured  perineum,  re- 
quested Dr.  W.  H.  Byford  to  take  the  chair. 
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Owing  to  the  absence  in  Europe  of  Dr.  Sims,  the  Secretary 
then  read  extracts  from  a  paper,  — 

2.  "On  the  Surgical  Treatment  of  Stenosis  of  the  Cervix 
Uteri,"  by  Dr.  J.  Marion  Sims. 

Discussion  by  Drs.  Barker,  Emmet,  E.  Wilson,  Noeggerath,  H. 
P.  C.  Wilson,  and  Lyman. 

3.  "A  Case  of  Extra-uterine  Pregnancy,  with  Discharge  of  the 
Fetal  Bones  through  the  Bladder,"  by  Dr.  J.  P.  White. 

Discussion  by  Drs.  Atlee  and  Storer. 

The  Chair  appointed  as  Committee  of  Nominations,  Drs.  E. 
Noeggerath,  of  New  York ;  J.  P.  White,  of  Buffalo ;  and  J.  C. 
Reeve,  of  Dayton,  Ohio ;  and  as  Auditing  Committee,  Drs.  H.  F. 
Campbell,  of  Atlanta,  Ga. ;  and  G.  J.  Engelmann,  of  St.  Louis,  Mo. 

Adjourned  at  i  p.  m. 

Afternoon  Session  at  3  o'clock.    The  Vice-President  in  the  chair. 

Drs.  A.  T.  P.  Garnet,  of  Washington ;  Isaac  Price,  of  West- 
chester, Penn. ;  W.  H.  Baker,  of  Boston ;  and  R.  S.  Sutton,  of 
Pittsburg,  Penn.,  were  by  vote  made  the  guests  of  the  Society. 

4.  "  A  Case  of  Foot  and  Head  Presentation ;  Fracture  of  the 
Spine  in  Utero,"  by  Dr.  J.  T.  Johnson. 

Discussion  by  Drs.  Engelmann,  Noeggerath,  Penrose,  and 
Campbell. 

5.  "  The  Necessity  of  Early  Delivery,  as  demonstrated  by  the 
Analysis  of  One  Hundred  and  Sixty-one  Cases  of  Vesico-vaginal 
Fistula,"  by  Dr.  T.  A.  Emmet. 

Discussion  by  Drs.  Smith,  Storer,  Barker,  Penrose,  H.  P.  C. 
Wilson,  J.  L.  Atlee,  White,  Reeve,  Goodell,  and  Engelmann. 
Adjourned  at  5  p.  m. 

Thursday,  September  26. 

Morning  Session  at  10  0^ clock. 

Drs.  E.  L.  Duer,  and  W.  B.  Atkinson,  of  Philadelphia,  and 
Dr.  Nathan  Bozeman  of  New  York,  were  by  vote  made  guests  of 
the  Society. 

6.  "  The  Hand  as  a  Curette  in  Post  Partum  Hemorrhage,"  by 
Dr.  H.  P.  C.  Wilson. 

7.  "  The  Treatment  of  Post  Partum  Hemorrhage,"  by  Dr.  R. 
A.  F.  Penrose. 

Discussion  of  the  two  papers  by  Drs.  White,  Thomas,  Lyman, 
Campbell,  Trask,  Bozeman,  Chadwick,  Barker,  Wilson,  and  Pen- 
rose. 
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8.  "  Annual  Address  on  the  Relation  of  Neurasthenia  to  Diseases 
of  the  Womb,"  by  the  first  Vice-President,  Dr.  William  Goodell. 

Adjourned  at  i  p.  m. 

Afternoon  Session  at  3  o'clock. 

9.  "  Dermoid  Tumors  of  the  Ovary,"  by  Dr.  W.  H.  Byford. 
Discussion  by  Dr.  Noeggerath. 

10.  "A  Contribution  to  the  Study  of  the  Treatment  of  the 
Acute  Parenchymatous  Nephritis  of  Pregnancy,"  by  Dr.  W.  L. 
Richardson. 

Discussion  by  Drs.  Thomas,  J.  L.  Atlee,  Barker,  and  Lyman. 
Adjourned  at  5  o'clock. 

Friday,  September  27. 

Business  meeting  at  9  a.  m,  with  closed  doors. 

The  report  of  the  Treasurer,  with  the  affidavit  of  the  Auditing 
Committee,  was  submitted  and  accepted. 

The  Amendment  to  the  Constitution,  presented  at  the  last  meet- 
ing by  Dr.  H.  P.  C.  Wilson,  that  the  second  clause  of  Section  V. 
be  stricken  out,  thereby  abolishing  the  Nominating  Committee, 
was  voted  upon  and  not  adopted. 

The  Nominating  Committee,  consisting  of  Drs.  E.  Noeggerath, 
of  New  York,  J.  P.  White,  of  Buffalo,  and  J.  C.  Reeve,  of  Dayton, 
Ohio,  reported  two  lists  of  Officers  \  the  following  being  elected 
by  ballot :  — 

President,  T.  G.  Thomas,  of  New  York. 

Vice-Presidents,  D.  H.  Storer,  of  Boston ;  H.  P.  C.  Wilson,  of 
Baltimore. 

Secretary,  J.  R.  Chadwick,  of  Boston. 

Treasurer,  P.  F.  Munde,  of  New  York. 

Other  Members  of  the  Council,  T.  A.  Emmet,  of  New  York  ;  A. 
H.  Smith,  of  Philadelphia ;  John  Byrne,  of  Brooklyn ;  G.  J.  En- 

GELMANN,  of  St.  Louls. 

The  Secretary,  on  behalf  of  the  Council,  nominated  the  follow- 
ing candidates  for  Honorary  Fellowship,  both  of  whom  were  sub- 
sequently elected  by  ballot :  — 

Dr.  J.  Matthews  Duncan,  of  London,  England. 

Dr.  John  S.  Billings,  U.  S.  A.,  of  Washington,  D.  C. 

The  honor  was  conferred  upon  the  last  named  for  his  ser- 
vices to  the  Society  in  connection  with  its  annual  "  Bibliograph- 
ical Index  of  Gynecological  and  Obstetric  Literature ;  and  in 
recognition  of  the  great  debt  under  which  he  has  laid  the  whole 
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profession  by  his  development  of  the  National  Medical  Library, 
the  preparation  of  its  Index-Catalgoue,  and  by  his  labors  in 
superintending  the  building  of  the  Johns  Hopkins  Hospital  in 
Baltimore. 

The  Secretary  then,  in  behalf  of  the  Council,  presented  the 
names  of  five  candidates  for  Active  Fellowship,  of  whom  one  was 
elected  by  ballot :  — 

Dr.  Nathan  Bozeman,  of  New  York,  proposed  by  Drs.  Chad- 
wick  and  Thomas.  Paper:  "The  Mechanism  of  Retroversion 
and  Prolapsus  of  the  Uterus,  considered  in  Relation  to  the  Simple 
Lacerations  of  the  Cervix  Uteri,  and  their  Treatment  by  Bloody 
Operations." 

The  Secretary  reported  that  in  accordance  with  the  vote  passed 
at  the  last  meeting  he  had  notified  Dr.  E.  Koeberld  of  Strassburg 
that  his  name  had  been  stricken  from  the  list  of  Honorary  Fel- 
lows. He  then  read  two  letters  from  Dr.  Koeberle  explaining  his 
failure  to  acknowledge  the  two  notifications  sent  him  of  his  elec- 
tion. The  Society  by  vote  declined  to  reconsider  its  former 
action. 

The  Secretary  reported  that  Drs.  J.  A,  H.  Depaul,  of  Paris, 
France,  and  F.  von  Scanzoni,  of  Wiirzburg,  Bavaria,  had  failed  to 
acknowledge  the  receipt  of  the  notifications  of  their  election  as 
Honorary  Fellows  at  the  Second  Annual  Meeting ;  their  names 
were  dropped  from  the  list  of  Honorary  Fellows  in  accordance 
with  the  vote  passed  at  the  last  meeting. 

The  Secretary  offered  the  following  amendments  to  the  Consti- 
tution for  action  at  the  next  meeting :  — 

That  in  the  fifth  clause  of  Section  IIL  "fifteen"  be  substituted 
for  "  thirty." 

And  to  the  By  Laws  — 

1.  That  the  sixth  clause  of  Section  IL  be  stricken  out. 

2.  That  in  Section  VI.  the  words  "two  weeks  "  be  substituted 
for  "  one  month." 

Dr.  Busey  offered  as  an  amendment  to  the  Constitution  :  — 

That  in  Section  H.  "  and  children  "  be  inserted  after  the  word 
"women." 

Invitations  were  presented  to  the  Society  to  hold  its  next  An- 
nual Meeting  in  Cincinnati,  in  New  York,  and  in  Baltimore ;  it 
was  by  vote  decided  to  meet  in  Baltimore  on  the  third  Wednesday 
in  September,  1879. 

Dr.  G.  H.  Lyman  was  appointed  to  act  with  the  Secretary,  as 
the  Publishing  Committee. 


THIRD  ANNUAL  MEETING.  10 

The  Publishing  Committee  was  given  full  power  to  draw  upon 
the  Treasurer  for  such  sums  of  money  as  might  be  needed  to  pub- 
lish the  third  volume  of  the  Transactions. 

Votes  of  thanks  to  the  President  and  Fellows  of  the  Philadel- 
phia College  of  Physicians  for  the  use  of  their  Hall,  to  the  Phila- 
delphia Obstetrical  Society  for  its  sumptuous  dinner,  and  to  the 
Philadelphia  Fellows  for  their  hospitality  during  the  Sessions  of 
the  Society,  were  passed  unanimously. 

The  Secretary  announced  that  the  following  resolution  adopted 
at  the  second  meeting  had  been  accidentally  omitted  from  the 
printed  report  of  the  Proceedings :  — 

"  Voted,  that  any  Fellow  who  shall  neither  attend  the  meetings 
nor  present  a  paper,  for  three  successive  years,  shall  be  consid- 
ered to  have  thereby  tendered  his  resignation,  which  will  be  acted 
upon  accordingly." 

Morning  Session  «/  10.30  o'clock. 

In  the  absence  of  both  Vice-Presidents,  Dr.  Barker  was  re- 
quested to  occupy  the  chair. 

11.  "  Alternating  Anterior  and  Posterior  Version  of  the  Uterus," 
by  Dr.  S.  C.  Busey. 

Discussion  by  Dr.  Barker. 

12.  "  Remarks  on  Gastro-elytrotomy,"  by  Dr.  H.  J.  Garrigues. 
Discussion  by  Drs.  Barker,  Thomas,  Byford,  and  Bozeman. 

13.  "The  Pendulum  Leverage  of  the  Obstetric  Forceps,"  by 
Dr.  A.  H.  Smith. 

The  discussion  was  postponed  to  the  afternoon,  owing  to  the 
lateness  of  the  hour. 
Adjourned  at  i  p.  m. 

Afternoon  Session  at  3  o'clock. 
Vice-President  Goodell  in  the  chair. 

Adjourned  discussion  of  Dr.  Smith's  paper  by  Drs.  White,  Bar- 
ker, Storer,  Penrose,  Thomas,  and  Goodell. 

14.  "  Rectal  Alimentation  in  the  Nausea  and  Inanition  of  Preg- 
nancy ;  Intestinal  Inhaustion,  an  important  Factor  and  the  true 
Solution  of  its  Efficiency,"  by  Dr.  H.  F.  Campbell. 

Owing  to  the  lateness  of  hour  the  following  papers  were  read 
by  title :  — 

15.  "Unexpected  Narcotism  induced  Suddenly  on  the  Third 
Day  of  the  Administration  of  Three-grain  Suppositories  of  Opium," 
by  Dr.  James  P.  White. 
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i6.  "  Three  Cases  of  Rupture  of  the  Uterus,"  by  Dr.  T.  Parvin. 

17.  "On  the  Early  Delivery  of  the  Placenta  when  Previa;  with 
the  Relation  of  a  Case  of  Spontaneous  Detachment  of  the  Pla- 
centa without  Hemorrhage,"  by  Dr.  I.  E.  Taylor, 

18.  "Treatment  of  Pelvic  Indurations  and  Adhesions,"  by  Dr. 
E.  Van  de  Warker. 

19.  "  On  some  Points  in  connection  with  the  Treatment  of 
Sterility,"  by  Dr.  A.  Reeves  Jackson. 

20.  "  A  Case  of  Extreme  Anteversion  and  Anteflexion  of  the 
Uterus  at  the  full  Term  of  Pregnancy,"  by  Dr.  I.  E.  Taylor,  of 
New  York. 

21.  "Memoir  of  Edmund  Randolph  Peaslee,  M.  D.,  LL.  D.," 
by  Dr.  Fordyce  Barker. 

22.  "  In  Memoriam  :  Washington  Lemuel  Atlee,"  by  Dr.  T.  M. 
Drysdale. 

The  following  preambles  and  resolutions  were  then  presented 
by  Dr.  White  and  unanimously  adopted :  — 

Whereas,  The  American  Gynecological  Society  recognizes  the 
assiduity,  devotion,  and  ability  with  which  its  Secretary,  Dr.  James 
R.  Chadwick,  has  from  its  inception  conducted  the  onerous  func- 
tions of  his  office,  and 

Whereas,  It  fully  appreciates  the  great  labor  involved  in  the 
preparation  and  passage  through  the  press  of  the  large  annual 
volume  of  Transactions  rendered  artistic  by  his  taste,  therefore 
be  it 

Resolved,  That  this  Society  tenders  him  its  sincere  thanks,  and 
cordially  assures  him  of  the  high  estimate  which  it  places  upon 
his  unrequited  services. 

CLOSING    REMARKS   OF  THE   FIRST  VICE-PRESIDENT,    DR.    GOODELL. 

"  With  varied  feelings  I  now  announce  to  you  that  the  hour 
for  ending  this  session  is  at  hand.  It  is  with  pleasure  that  I  con- 
gratulate you  on  the  high  position  which  this  Society  has  attained, 
on  the  eagerness  with  which  its  membership  is  sought  after,  and 
on  the  rapid  sale  of  its  Transactions.  With  pleasure  I  revert  to 
the  admirable  essays  read  before  us  at  this  session,  and  to  the  ex- 
cellent and  harmonious  debates  following  them,  I  feel  glad  that 
you  met  in  my  own  city,  and  that  you  gave  rny  fellow-townsmen 
the  opportunity  of  entertaining  you.  And  it  is  with  no  small 
pride  that  I  think  of  the  large  attendance  at  our  meeting  of  the 
profession  of  this  city  and  of  its  vicinity.    Then,  also,  it  is  a 
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source  of  gratification  for  me  to  be  able  to  congratulate  you  most 
heartily  on  the  choice  of  so  distinguished  a  man,  and  so  admi- 
rable a  worker,  as  your  next  President. 

All  these  remembrances  give  me  pleasure ;  but  I  cannot  forget 
that  there  are,  alas  !  two  empty  seats  among  us,  which  can  never 
be  filled  ;  and  then  again,  I  cannot  without  a  pang  think  of  the 
final  breaking-up,  the  hand-shakings,  and  the  good-byes. 

I  shall  ever  carry  with  me  a  grateful  sense  of  your  kind  for- 
bearance towards  my  official  shortcomings,  and  I  now  bid  you 
God  speed  with  the  hope  and  prayer  that  at  our  next  meeting  no 
asterisk  may  appear  against  any  of  your  names." 

After  a  vote  of  thanks  to  the  retiring  officers  the  Society  ad- 
journed, to  meet  in  Baltimore  on  the  third  Wednesday  of  Sep- 
tember, 1879. 

James  R.  Chadwick,  Secretary. 
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ANNUAL  ADDRESS  BY  THE  PRESIDENT. 


THE  RELATION  OF  NEURASTHENIA  TO   DISEASES 
OF  THE  WOMB. 

BY  WILLIAM  GOODELL,  A.  M.,  M.  D., 

Philadelphia. 

Gentlemen  and  Fellows  of  the  American  Gyneco- 
logical Society  :  Another  year  has  gone  by  and  we  have 
met  together  for  the  third  time.  How  pleasant  are  these 
yearly  gatherings  and  yet  how  tinged  with  sadness  !  Pleas- 
ant indeed  are  the  warm  grasp  of  the  hands,  the  making 
of  new  friendships,  the  renewal  of  old  ones,  the  interchange 
of  thought.  Pleasant  is  it  to  see  new  faces  among  us,  —  the 
faces  of  those  who  year  by  year  keep  up  unbroken  the  line  of 
our  scientific  succession.  But  sad,  very  sad  are  the  gaps  we 
see  on  yonder  benches.  Two  old  familiar  faces,  whose  seams 
and  furrows  we  knew  by  heart,  are  not  there.  They  are  not 
with  us  in  the  flesh,  but  they  may  even  now  be  with  us  in 
the  spirit.  For  what  is  Death  but  the  ring  of  Gyges  which 
makes  our  departed  friends  invisible  to  our  mortal  eye  .■* 

Elected  by  your  suffrages  to  the  highest  office  in  the  gift 
of  this  Society,  Peaslee  should  stand  where  I  now  stand  ; 
he  should  speak  where  I  now  speak.  But  the  great  general 
has  fallen  in  the  front  line  of  life's  battle,  and  on  his  un- 
worthy lieutenant  devolves  the  command.  To  the  memory 
of  this  distinguished  Fellow  it  would,  therefore,  seem  be- 
coming that  I  should  pay  a  large  toll  of  tribute ;  but  it  is 
the  custom  of  this  Society  to  urn  its  great  dead  in  special 
niches  in  the  volume  of  its  Transactions.  Yet  I  cannot  re- 
frain from  dropping  one  small  pebble  on  his  cairn. 
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Edmund  Randolph  Peaslee  was  a  man  of  high  ability, 
great  acquirements,  and  unostentatious  learning,  a  man  of 
inflexible  honor  and  of  rare  purity  of  life.  The  double 
thread  on  which  these  golden  beads  were  strung  was  ster- 
ling integrity  and  untiring  industry.  A  character  thus 
rounded  out,  an  individuality  so  marked,  made  their  owner 
a  leader  here,  and  a  Saul  among  his  other  professional 
brothers.  So  identified  is  he  with  the  birth  and  growth  of 
this  Society,  so  coupled  is  his  name  with  the  progress  of 
Gynecology,  that  the  memory  of  his  example  and  of  the 
great  services  he  has  rendered  to  our  beloved  profession  will 
be  handed  down  as  a  precious  inheritance  to  those  who  shall 
succeed  us.  Enviable  was  the  fullness  of  his  life  ;  enviable 
the  opportuneness  of  his  death.  Struck  down  at  the  age  of 
sixty-four,  while  the  tide  of  his  fame  was  at  its  full,  while 
his  eye  was  not  dim  or  his  natural  force  abated,  he  died  in 
the  abiding  faith  of  a  Christian  and  in  the  blessed  hope  of  a 
glorious  immortality. 

The  other  Fellow  whose  death  we  mourn  is  that  distin- 
guished ovariotomist,  Washington  L.  Atlee.  Against  strong 
antagonisms  and  bitter  animosities  he  had  fought  his  way 
up  to  the  very  front  of  our  profession.  On  September  7, 
1878,  he  died  full  of  years  and  of  honors,  forgiving  and  for- 
given. 

Vale  Peaslee  !    Vale  Atlee  !    Valete,  sed  non  in  aeternum  ! 

From  this  sad  tribute  to  the  memory  of  our  dead  let  us 
with  bowed  heads  pass  to  other  matters.  And  first  to  a  brief 
review  of  the  year's  work  of  this  Society.  Of  the  quality  of 
the  essays,  of  the  character  of  the  debates,  and  of  the  good 
work  shown  in  the  second  volume  of  our  Transactions,  we 
have  no  need  to  be  ashamed.  It  is  a  far  portlier  volume 
than  its  predecessor,  and  contains  among  other  valuable 
matter  a  complete  bibliography  of  obstetric  literature  for 
the  year  1877.  For  this  precious  addition  to  its  bulk  let 
me  in  your  name  return  our  best  thanks  to  Surgeon  J.  S. 
Billings  of  the  Army, 

For  the  arrangement  of  the  material  for  these  Transac- 
tions, and  for  their  publication,  we  owe  everything  to  our 
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efficient  and  indefatigable  Secretary ;  but  I  fear  that  his 
forbearance  was  put  to  a  severe  test  by  the  dilatoriness  of 
those  who  kept  back  their  papers  and  put  off  their  proof- 
reading until  the  last  moment.  No  branch  of  medicine  can 
lay  claim  to  finality  ;  each  rests  on  2. punctiiin  fltiens  and  not 
on  2ipiinctiivi  stalls.  More  especially  so  is  it  with  Gynecol- 
ogy, whose  growth  is  so  fast  that  its  ever-ripening  fruitage 
can  be  gathered  only  by  close  gleaners.  To-morrow  makes 
the  opinions  of  yesterday  behind  the  times.  Yet  the  vol- 
ume of  our  Transactions,  which  should  be  the  channel  by 
which  the  best  and  freshest  thoughts  and  the  newest  dis- 
coveries should  go  forth  to  the  world,  is  published  so  long 
after  the  annual  meeting,  that  it  is  in  danger  of  showing, 
like  last  year's  almanac,  what  was,  and  not  what  is.  Such 
delay  dampens  the  ardor  of  those  who  would  like  to  contrib- 
ute, and  especially  of  those  who  may  wish  to  give  publicity 
to  original  views. 

Bear  with  me  while  I  make  one  more  suggestion.  In 
looking  over  the  titles  of  these  sterling  contributions  I 
could  not  find  a  single  one  bearing  upon  the  diseases  of 
childhood.  This  omission  seemed  so  glaring  that  I  could 
not  account  for  it,  until  it  occurred  to  me  that  Pediatrics 
had  not  been  included  within  the  province  of  this  Society. 
I  believe  this  to  be  a  grave  mistake, — a  mistake  which  I 
hope  will  soon  be  rectified  by  an  amendment  to  the  Con- 
stitution and  By-Laws.  The  object  of  this  Society  should 
not  be  limited  to  the  diseases  of  women.  Nor,  for  the  mat- 
ter of  that,  should  its  mission  be  narrowed  down  to  the 
education  of  its  members  alone.  By  educating  the  masses, 
by  giving  the  best  to  the  most,  it  will  become  a  power  in  the 
community  for  good.  There  are  social  problems  of  the  day 
which  ought  to  be  confronted,  and  that  boldly,  such  as  Pre- 
ventive Measures,  Criminal  Abortion,  Sexual  Excess,  Dress, 
etc.  The  time  has  not  yet  come  for  us  to  grapple  with  all ; 
some  indeed  need  delicate  handling  ;  but  one  urges  itself 
upon  our  attention :  Every  summer  sweeps  off  thousands  of 
our  infants.  This  mortality  is  due  not  only  to  excessive 
heat,  but  to  the  needs  of  poverty  and  especially  to  the  igno- 
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ranee  of  mothers.  They  suckle  their  children  at  improper 
times,  they  wean  them  at  unsuitable  seasons,  they  supply 
them  with  unwholesome  food.  The  hardships  of  the  poor, 
their  very  occupations,  often  spoil  their  breast-milk.  Very 
touching  is  the  complaint  of  the  heart-broken  French  rag- 
picker :  "I  had  eleven  children  in  all, — four  of  them  died  at 
the  breast.  It 's  no  use ;  one  can't  have  good  milk  when  one 
works  in  the  streets  all  night."  Now  these  mothers  ought 
to  be  taught  when,  where,  and  how  to  feed  their  young  in- 
fants ;  and  what  better  teacher,  or  one  more  authoritative,- 
can  there  be  than  this  Society  .-'  I  would  therefore  urge  upon 
you  the  appointment  of  a  committee  to  draft  some  simple 
rules  for  the  guidance  of  mothers  in  these  matters,  and  to 
bring  them  up  for  discussion  at  our  next  annual  meeting. 

But  the  annual  address  of  the  President  should  not,  in 
my  apprehension,  be  limited  to  making  suggestions  or  to 
taking  count  of  stock.  Under  its  aegis  he  may  give  expres- 
sion to  some  thought  which  he  has  been  nursing,  or  to  some 
hobby  of  which  he  longs  to  be  "  delivered  upon  the  mellow- 
ing of  the  occasion."  With  this  broad  interpretation,  I  have 
ventured  to  choose  for  my  address  the  subject  of  — 

THE    RELATION    OF   NEURASTHENIA    TO    DISEASES    OF   THE 

WOMB. 

In  the  yet  young  and  brilliant  school  of  Gynecology  there 
is,  to  my  thinking,  a  tendency  to  make  too  much  of  the  womb 
and  its  annexes  as  causes  of  so-called  female  disorders. 
Misled  by  traditional  teaching,  by  such  a  name  as  woman, 
or  womb-man,  by  such  a  misnomer  as  hysteria,  or  womb- 
disease,  we  yoke  our  practice  to  theory.  Here  let  me  say 
parenthetically,  that  while  etymologically  woman  (womb- 
man)  is  so  called  because  she  bears  a  womb,  physiologically 
she  is  a  woman  because  she  owns  two  ovaries, — for  these 
glands  are  essentially  the  sexual  organs,  they,  above  all,  giv- 
ing her  sex  and  personality.  Instead,  therefore,  of  womb- 
man,  she  ought  to  be  called  ovary-man  ;  and  I  cannot  but 
regret  that  we  name  her  after  an  organ  which  can  be  seen 
and  felt,  and  not  after  two  organs  which  are  not  visible  and, 
in  ordinary  conditions  of  health,  not  even  tangible. 
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Since  there  is  in  man  an  instinct  of  causality  which  craves 
to  be  satisfied,  we  are  prone  to  base  far-reaching  conclusions 
on  fragmentary  evidence,  or  on  indifferent  data .;  to  mistake 
coincidence  for  causation.  So,  whenever  we  find  a  train  of 
symptoms  associated  with  a  congested  or  an  otherwise  disor- 
dered womb  in  a  womb-man,  we  jump  to  the  conclusion  that 
the  congestion  is  not  a  symptom,  or  a  sequence,  or  a  coinci- 
dence, but  the  factor,  and  at  once  proceed  to  treat  it  as  such. 
Then  again,  forgetful  that  the  imponderables  are  great  forces 
in  nature,  we  disregard  the  tyranny  of  woman's  over-sensitive 
organization,  and  underrate  the  influence  of  nerve  perturba- 
tions or  of  psychical  disturbances. 

Now  in  these  days  of  mental  overstrain,  nerve-tire,  or 
neurasthenia  as  it  is  technically  called,  is  so  common  a  dis- 
order in  our  over-taught,  over-sensitive,  and  over-sedentary 
women,  that  in  its  successful  treatment  every  physician  has 
an  abiding  interest.  It  manifests  itself  by  hysteria,  by  spi- 
nal irritation,  and  by  a  crowd  of  reflex  symptoms,  among 
which  those  of  a  uterine  complexion  often  overshadow  and 
indeed  outlast  all  the  others.  The  general  pathology  of  such 
a  neurosis  is  not  perfectly  clear,  but  it  probably  consists 
essentially  in  mal-nutrition  of  nerve-centres,  followed  by 
disturbances  in  the  circulation  from  weakened  innervation. 
These  secondary  disturbances  consist  of  local  anemias  and 
of  local  hyperemias.  In  other  words,  in  that  equilibrium  of 
the  two  movements  of  wear  and  repair  which  means  health 
a  disturbance  occurs  which  means  disease.  There  will  be 
sudden  ebbs  and  flows  of  impoverished  blood  in  the  various 
vital  organs,  —  the  same  kind  of  surface-flushings  and  blanch- 
ings  going  on  in  the  deeper  structures.  Thus  we  may  see 
in  the  same  person,  and  starting  from  one  cause,  alternations 
of  anemia  and  of  hyperemia  of  brain,  of  stomach,  or  of  spine, 
with  very  generally  stable  hyperemia  of  the  reproductive  or- 
gans. The  cerebral  exhaustion  or  irritation  manifests  itself 
by  clavus,  by  wakefulness,  by  heaviness,  by  asthenopia,  by 
inability  to  read  or  to  write  or  to  concentrate  the  thoughts 
on  any  given  subject ;  the  exhaustion  of  the  stomach,  by 
flatus,  by  nausea,  by  gastralgia,  by  capricious  appetite,  and 
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SO  on  ;  the  spinal  exhaustion,  by  tender  spots,  backache,  and 
weariness.  The  anemia  of  the  reproductive  organs  is  exhib- 
ited by  amenorrhea,  or  by  scant  menstruation,  by  neuralgic 
and  hysterical  pains  ;  the  hyperemia  by  congestion,  by  dys- 
menorrhea, menorrhagia,  and  leucorrhea,  by  uterine  flexions 
and  dislocations,  and  by  a  variety  of  subjective  and  objective 
phenomena  with  which  every  physician  is  familiar. 

During  menstrual  life  the  sexual  sphere  preponderates 
over  the  others,  so  the  stress  of  the  anemia  or  of  the  hyper- 
emia in  these  secondary  circulatory  disturbances  very  gen- 
erally falls  on  the  reproductive  apparatus.  Then  again  mal- 
nutrition of  nerve-centres  produces  a  poverty  in  the  quality 
of  the  blood,  in  which  obtains  a  peculiar  susceptibility  to 
emotional  excitement.  Hysteria  does  not  mean  necessarily  a 
diseased  womb,  nor  yet  is  it  an  abstract  entity,  but  the 
definite  expression  of  some  morbid  action  going  on  in  the 
nerve-centres.  But  let  us  go  a  step  further.  Since  func- 
tional relation  exists  between  every  act  of  thinking,  feeling, 
or  willing  on  the  one  side,  and  some  molecular  change  in 
the  body  on  the  other,  it  follows  that  the  mind-illness  caused 
by  the  body-illness  can  in  turn  produce  body-illnesses  ;  the 
disturber  becomes  the  disturbed.  "  Thought,"  proves  Tuke, 
by  many  apt  illustrations,  "strongly  directed  to  any  part, 
tends  to  increase  its  vascularity  and  consequently  its  sen- 
sibility." ^  Hence  come  those  life-like  mimicries  of  grave 
structural  disease,  those  mad  muscles  and  local  insanities. 
"  The  nerves,"  says  Cabanis,  "  they  are  the  man  ; "  most 
emphatically  they  are  the  woman. 

Grasping  this  conception  we  can  be  at  no  loss  to  under- 
stand that  many  disorders  of  the  reproductive  apparatus  do 
not  constitute  the  essential  disease,  but  are  merely  the  local 
expressions  of  the  general  neurosis.  These  neuroses  present 
in  general  very  definite  characteristics,  yet  such  uncompro- 
mising materialists  are  we  in  medicine  ;  so  apt  are  we  to  in- 
terpret the  unknown  in  terms  of  the  known ;  so  forgetful  of 
disturbed  vital  functions,  of  morbid  nerve  influence,  and  of 
that  subtle  interplay  between  mind  and  body ;  so  oblivious 

1  Infiuoice  of  the  Mind  on  the  Body. 
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to  the  fact  that  woman  is  a  complex  mass  of  action  —  emo- 
tional, intellectual,  and  physical  ;  so  impressed  by  what  ap- 
peals to  most  of  the  five  senses,  by  what  we  can  see  and 
feel,  that  we  seize  upon  the  visible  and  tangible  manifes- 
tations as  the  disease,  and  treat  them  accordingly. 

Take,  for  instance,  this  too  common  picture  from  life :  A 
girl  who  entered  puberty  in  blooming  health,  and  without  an 
ache,  is  over-tasked  and  over-taxed  at  school,  and  her  health 
begins  to  fail.  She  loses  her  appetite  and  grows  pale  and 
weak.  She  has  cold  feet,  blue  finger-nails,  and  complains 
of  an  infra-mammary  pain.  Head-ache  and  back-ache  and 
spine-ache,  and  an  oppressive  sense  of  exhaustion,  distress 
her.  Her  catamenia,  hitherto  without  suffering,  now  begin 
to  annoy  her  more  and  more,  until  they  become  extremely 
painful.  Her  linen  is  stained  by  an  exhausting  leucorrhea, 
and  bladder-troubles  soon  set  in.  She  is  wearied  beyond 
measure  by  the  slightest  mental  or  physical  exertion  ;  a 
grasshopper  is  a  burden  to  her,  and  she  finally  becomes 
hysterical.  Now,  very  unfortunately,  the  idea  attached  to 
this  group  of  symptoms  is  that  the  reproductive  organs  are 
at  fault,  and  that  the  unit  of  resistance  lies  in  the  womb.  A 
moral  rape  is  therefore  committed  by  a  digital  or  a  specu- 
lum examination,  and  two  lesions  will  be  found.  Firstly,  as 
a  matter  of  course,  a  virginal  anteflexion,  and  secondly,  an 
endometritis.  These  are  at  once  seized  upon  as  the  prime 
factors,  and  she  is  accordingly  subjected  to  a  painful,  un- 
nerving, and  humiliating  local  treatment.  Unimproved  she 
drags  herself  from  one  consulting-room  to  another,  until 
finally,  in  despair,  she  settles  down  to  a  sofa  in  a  darkened 
room  and  lapses  into  hopeless  invalidism. 

Now  what  is  the  interpretation  of  this  train  of  symptoms  } 
What  mean  this  head-ache,  this  back-ache,  these  uterine 
and  vesical  symptoms  }  I  cannot  pretend  to  give  the  pre- 
cise pathology,  but  I  take  it  to  be  something  like  this  :  The 
yet  developing  nerve-centres  of  this  brain -crammed  girl 
were  unable  to  cope  with  the  strain  thrown  on  them,  and 
they  broke  down.  But  jaded  nerves  make  poor  blood  and 
faulty  circulation.     From   these  come  cerebral  and  spinai 
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irritation,  with  head-ache  and  back-ache,  and  with  general 
exhaustion.  But  since  this  girl  is  at  an  age  in  which  the 
sexual  sphere  predominates,  the  brunt  of  the  nervous  and 
circulatory  disturbances  falls  on  the  most  exacting  organs, 
the  reproductive.  There  will  be  flashes  of  anemia  and  of 
hyperemia,  the  former  in  my  observation  being  more  con- 
stant in  unmarried  girls,  the  latter  in  married  and  in  middle- 
aged  single  women.  Active  neurosis  of  the  uterine  group  of 
nerves  takes  place  with  either  local  or  reflex  manifestations, 
which  mimic  grave  structural  lesions  of  the  womb.  From 
increased  reflex  irritability  comes  spasm  of  the  circular  fibres 
of  the  cervical  canal,  causing  dysmenorrhea.  All  the  sphinc- 
ter muscles  are  liable  to  such  spasmodic  contractions,  and 
thus  arise  such  mimicries  as  hysterical  dyspareunia,  dys- 
phagia, dysuria,  dyschezia,  and  dyspnea.  Often  this  spasm 
continues  as  a  vicious  habit,  and,  in  the  case  of  the  circular 
fibres  of  the  os  internum,  may  keep  up  during  the  intermen- 
strual period,  offering  such  a  barrier  to  the  passage  of  the 
sound  as  to  lead  to  the  diagnosis  of  organic  stricture,  and  to 
a  cutting  or  a  dilating  operation. 

Other  functional  troubles  of  the  reproductive  apparatus 
come  under  this  same  heading  of  mal-nutrition,  with  exhaus- 
tion of  nerve  tissue.  Thus  are  explainable  those  puzzling 
cases  in  which  the  womb  is  in  its  natural  position  and  of  its 
natural  size,  in  which  the  sound  readily  enters,  in  which  no 
lesion  is  appreciable,  and  yet  dysmenorrhea  and  back-ache 
are  complained  of.  So  can  we  explain  many  cases  of  tur- 
gid and  neuralgic  ovary.  In  these  diseases  no  structural 
changes  can  be  found,  and  yet  they  are  so  stubborn  as  to 
be  shunned  by  the  gynecologist.  Sometimes  there  will  ex- 
ist a  concurrence  of  essential  and  primary  uterine  disease, 
with  secondary  nervous  exhaustion,  the  former  begetting  the 
latter.  We  see  this  often  in  women  who  have  been  hurt 
and  worn-out  by  child-bearing,  or  in  women  exhausted  by, 
sexual  excess.  In  these  cases  there  will  be  an  exaggeration 
of  the  uterine  symptoms,  a  localized  hysteria.  There  will 
also  be  very  commonly  an  hysterical  bladder,  mimicking 
vesical  catarrh  and  even  stone.     For  hysteria  is  Hable  to 
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billet  itself  upon  maimed  portions  of  the  body,  and  especially 
on  those  organs  —  such  as  the  womb  and  the  bladder  — 
which  claim  close  kinship  with  the  brain  and  nervous  system. 
Then,  again,  from  the  hyperemia  and  dysmenorrhea  devel- 
oped by  the  neurosis  we  get  secondary  structural  lesions, 
such  as  areolar  hyperplasia,  endometritis,  and  displacements, 
which  may  need  a  special  treatment,  besides  the  general  one. 
But  apart  from  those  cases  which  clearly  start  from  antece- 
dent mischief  to  the  reproductive  apparatus,  no  good  comes 
from  a  local  treatment.  Nor  do  they  respond  much  better 
to  ordinary  therapeutic  measures.  They  stand  as  a  class  by 
themselves,  one  which  is  in  fact  an  opprobrium  to  the  pro- 
fession. 

To  remove  this  opprobrium  is  the  chief  object  of  my  ad- 
dress to-day,  for  I  am  sure  that  it  can  be  removed,  and 
that  by  a  plan  of  treatment  first  devised  and  first  put  in 
practice  by  my  valued  friend,  Dr.  S.  Weir  Mitchell,  and  so 
well  described  by  him  in  his  work  entitled  "  Fat  and  Blood, 
and  How  to  Make  Them."  He  was  good  enough  to  call  me 
in  to  some  of  his  cases,  cases  which  had  hitherto  baffled 
the  best  medical  skill.  Struck  by  his  remarkable  success  I 
followed  his  lead  in  those  cases  of  back-ache  and  weariness 
and  wakefulness  which  tradition  has  labeled  as  disease  of 
the  womb,  but  which  display  no  coarse  uterine  lesions,  — 
cases  with  leucorrhea,  or  with  amenorrhea,  or  with  menor- 
rhagia,  or  with  dysmenorrhea,  and  yet  so  clad  with  the  livery 
of  hysteria  as  to  perplex  alike  the  psychologist  and  the  gyne- 
cologist. Then,  again,  I  was  led  to  combine  this  treatment 
with  a  local  one  in  those  cases  of  undoubted  uterine  disease 
in  which  the  exacting  constitutional  symptoms  were  out  of 
all  proportion  to  the  local  lesions.  The  results  of  the  rest, 
of  the  massage,  of  the  electricity,  of  the  seclusion,  and  of 
the  feeding  which  constitute  this  treatment  so  far  surpassed 
my  expectations,  that  I  can  even  now  say  with  Horatio  :  — 

"  Before  my  God,  I  might  not  them  believe 
Without  the  sensible  and  true  avouch 
Of  mine  own  eyes." 

Nothing  is  more  easy  than  to  make  assertions  ;  nothing  so 
VOL.  rii.  3 
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dreary  as  to  narrate  cases.  Yet  I  fear  that  unless  I  prove 
the  former  by  the  latter,  you  will  be  led  to  say  with  Mr. 
Great-Heart,  "  These  are  but  generals  ;  come  to  particulars, 
man."  The  particulars  I  shall  limit  to  three,  to  but  three 
out  of  many  ;  one,  because  local  treatment  was  not  adopted  ; 
another,  because  it  was  first  tried  and  found  wanting ;  the 
third,  because  it  was  kept  up  throughout  the  constitutional 
treatment. 

Case  I.  —  On  March  6,  of  this  year,  a  tall  and  large-framed 
girl  of  twenty  was  sent  to  me  from  a  neighboring  State.  She  was 
in  wretched  health  and  had  been  an  invalid  for  some  five  years. 
Her  catamenia  began  at  the  age  of  thirteen  and  were  for  two 
years  free  from  pain.  Then,  for  some  unexplained  cause,  dys- 
menorrhea began,  which  had  gone  on  increasing  until  it  was  un- 
bearable without  anodynes.  She  suffered  from  aches  all  over  her 
body,  but  more  especially  from  back-ache  and  from  constant  and 
very  severe  pain  in  both  ovarian  regions,  the  left  being  the  worse. 
She  had  frequent  fits  of  unconsciousness  (hystero-epilepsy),  out 
of  which  she  awakened  with  frightful  screams.  Either  ardor 
urincz  was  present,  or  else  a  very  obstinate  retention,  for  which 
the  only  relief  lay  in  the  catheter.  To  complete  the  category  of 
ailments,  she  had  leucorrhea,  a  uterine  tenesmus  which  prevented 
her  from  walking,  obstinate  costiveness,  and  a  loss  of  all  appetite. 
As  her  mother  informed  me,  with  probably  some  exaggeration, 
not  a  week  had  passed  by  for  five  years  without  several  visits 
from  her  physician,  and  many  hundred  miles  had  he  driven  sim- 
ply to  draw  off  her  water.  About  a  year  before  I  saw  her  she 
went  to  an  adjacent  city,  and  for  several  months  was  in  the  hands 
of  a  gentleman  whose  name  is  a  warrant  that  she  had  the  very 
best  advice  possible.  He  diagnosticated  anteflexion  with  steno- 
sis, at  least  I  so  infer,  because  after  a  long  local  treatment  he  ad- 
vised a  "  cutting  operation,"  and,  upon  her  refusal  to  submit  to 
it,  introduced  a  tent  which  lighted  up  a  very  severe  attack  of 
peritonitis.  This  made  her  worse  ;  she  became  bed-ridden,  and 
then  began  to  suffer  from  wakefulness  and  also  from  severe  uter- 
ine and  ovarian  colics,  for  which  very  large  doses  of  chloral  and 
of  morphia  were  needed. 

On  March  to,  after  a  very  careful  examination,  I  found  the 
womb  and  ovaries  very  tender,  the  former  turgid,  anteflexed,  and 
somewhat  bound  down  by  adhesions.     The  sound  touched  an 
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exquisitely  tender  fundus  without  any  difficulty  whatever,  and 
gave  a  measurement  of  2.75  inches.  A  few  drops  of  blood  fol- 
lowed its  withdrawal.  Feeling  satisfied  both  from  her  history  and 
from  this  examination  that  the  dysmenorrhea  was  partly  conges- 
tive, and  that  the  severity  of  the  symptoms  was  out  of  all  pro- 
portion to  the  local  lesions,  I  advised  Mitchell's  treatment.  I 
may  as  well  confess  that  I  made  there  and  then  a  uterine  applica- 
tion, —  one  of  iodine.  It  was  the  first  and  the  last  one,  however, 
and  I  am  now  sure  a  wholly  needless  one,  but  the  speculum  was 
in  situ,  and  —  well,  I  could  not  resist  the  temptation.  On  the 
next  day  she  was  put  to  bed  in  a  third  story  room  and  placed 
under  the  charge  of  a  nurse.  Her  aunt,  at  whose  house  she  was 
staying,  and  a  most  judicious  lady,  did  not  see  her  at  all  for  the 
first  week,  then  but  once  daily  for  a  few  minutes,  and  later  in  the 
treatment  twice  daily.  Throughout  the  treatment  my  patient  saw 
no  one  else  but  her  nurse,  the  woman  who  rubbed  her,  Dr.  George 
S.  Gerhard,  who  was  kind  enough  to  apply  the  electricity,  and 
myself.  She  was  not  allowed  to  read  or  to  write,  and  was  at  once 
put  on  a  skimmed-milk  diet,  although  she  protested  that  milk  and 
butter  were  poisons  to  her.  Two  days  after  the  beginning  of  this 
treatment  she  had  a  bad  attack  of  retention  of  urine.  I  made 
the  nurse  pass  the  catheter,  and  sternly  told  my  patient  that  this 
must  never  happen  again.     It  never  did. 

Apart  from  bromide  of  potassium  and  morphia -for  the  first 
few  days,  she  got  no  other  medicines  than  Trommer's  extract  of 
malt,  dialysed  iron,  the  valerianate  of  zinc,  and  an  occasional  ape- 
rient pill.  By  March  18  she  had  reached  four  quarts  of  new  milk 
daily,  and  could  sleep  without  narcotics.  On  the  19th  she  had  her 
first  breakfast,  consisting  of  an  egg  and  buttered  toast.  March  22 
her  courses  came  on  without  any  pain  whatever ;  she  was  indeed 
unconscious  of  the  flow  until  she  found  herself  wet.  On  the  28th 
she  drank  throughout  the  day  one  pint  less  than  five  quarts  of 
new  milk,  eat  three  boiled  eggs  with  bread  and  butter  for  break- 
fast, and  devoured  actually  one  half  of  a  broiled  chicken  weigh- 
ing four  and  a  half  pounds.  To  make  a  long  story  short,  in  this 
manner  she  went  on  with  unmitigated  appetite  and  uninterrupted 
improvement.  Not  only  was  her  next  monthly  flow  also  without 
suffering,  but  by  that  time  she  was  free  from  any  pain  or  ache 
whatever.  She  now  could  sleep  ten  hours  at  a  stretch,  and  nap 
it  as  well  between  her  meals.  On  April  22  she  began  to  sit  up 
in  bed,  and  her  mother  was  shortly  after  permitted  to  visit  her 
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for  a  few  days.  Her  astonishment  at  her  daughter's  improvement 
was  unbounded.  Early  in  May  she  was  walking  about  the  house, 
and  later,  in  the  streets.  On  the  14th  her  father  came  and  took 
her  home  —  well.  "  They  left  us  this  morning,"  wrote  her  aunt 
to  me,  "  and  a  happier  pair  I  have  rarely  seen." 

During  the  forty-five  days  of  her  treatment  she  drank  two  hun- 
dred and  eight  quarts  of  milk,  and  averaged  two  and  a  half  eggs 
a  day.  Her  waist  expanded  from  eighteen  inches  to  twenty- 
seven,  and  she  gained  twenty-two  pounds  in  weight.  On  the  15th 
of  last  August  she  wrote,  saying,  "  I  have  been  perfectly  well 
ever  since  my  return.  I  have  walked  with  father  two  miles  every 
evening,  once  over  three  miles  ;  and,  when  I  first  saw  you,  could 
not  walk  across  the  room  without  screaming  with  the  pain." 

I  have  described  this  case  somewhat  at  length  in  order 
to  illustrate  the  mode  of  treatment  and  to  show  what  it  can 
do.  But  I  must  refer  those  who  wish  a  still  more  detailed 
account  to  Dr.  Mitchell's  little  book. 

Case  II.  is  the  wife  of  a  physician,  who  at  my  request 
kindly  wrote  out  her  history  in  the  following  letter :  — 

July  IS,  1878. 

Dear  Dr.  Goodell,  —  I  take  pleasure  in  reporting  my  wife's 
case  before  and  since  she  came  under  your  observation. 

She  is  now  thirty-four  years  old,  has  been  married  eleven  years, 
and  has  borne  three  children.  In  the  first  three  years  of  married 
life  there  was  no  issue,  until  an  operation  of  slitting  the  cervix, 
after  which  conception  occurred.  The  first  labors  lasted  from 
six  to  eight  hours ;  the  last  only  half  an  hour,  although  the  child 
weighed  ten  pounds  and  a-half ;  none  were  instrumental.  From 
this  last  accouchement  resulted  retroflexion,  partial  prolapse,  hy- 
pertrophied  womb  measuring  three  and  a  half  inches  in  length, 
and  all  the  accompanying  symptoms  of  that  condition.  There 
were  present  pelvic  pains,  great  weariness,  inability  to  walk  even 
a  block,  cervical  and  corporeal  endometritis,  and  great  pain  in 
coition.  She  also,  from  the  extreme  tenderness  of  the  womb, 
could  not  bear  the  softest  pessary.  Finally  menorrhagia  set  in 
so  profusely  that  she  would  become  unconscious  during  her  pe- 
riods. She  was  under  the  treatment  of  the  late  Dr.  Peaslee  and 
of  an  eminent  gynecologist  in  another  city  during  three  years  and 
a  half,  but  without  lasting  benefit. 

In  October  last,  I  called  you  in,  and  your  diagnosis  was  retro- 
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flexion  of  a  hypeitrophied  womb,  with  eversion  and  hypertrophy 
of  the  lips  from  laceration  of  the  cervix  at  her  last  confinement. 
For  this  you  suggested  an  operation,  which  you  performed  No- 
vember I  of  last  year.  Although  wholly  successful,  this  opera- 
tion made  no  other  change  in  her  general  condition  than  in  re- 
ducing the  amount  of  her  periods  and  in  permitting  the  use  of  a 
pessary.  You  now  urged  a  system  of  rest,  electricity,  massage, 
and  diet,  which  was  begun  early  in  December. 

Her  condition  at  this  time  was  inability  to  sleep,  dreadful  after- 
noon head-aches,  flighty  neuralgic  pains  of  great  severity,  constant 
back-ache,  frequent  and  prolonged  nervous  chills,  distressing  pal- 
pitations of  the  heart,  obstinate  constipation,  and  extreme  emaci- 
ation. Her  weight  was  eighty-seven  pounds,  although  the  aver- 
age weight  in  health  had  been  one  hundred  and  six. 

During  the  treatment  she  gained  twenty-four  pounds,  —  five 
pounds  more  than  when  in  health.  She  has  lost  all  traces  of 
pelvic  and  neuralgic  pain,  sleeps  from  eight  to  ten  hours  undis- 
turbed by  night-horrors,  walks  long  distances  without  fatigue,  has 
normal  menstruation,  is  free  from  constipation,  and  has  a  very 
good  appetite.  The  condition  of  the  womb  in  position,  size,  etc., 
is  normal,  though  she  still  wears  the  modified  Hodge  pessary  in 
troduced  by  you  after  the  operation. 

I  very  naturally  watched  this  case  with  the  greatest  interest 
from  its  incipiency,  and  believe  that  the  first  permanent  step 
towards  a  cure  was  your  operation  on  the  cervix  ;  for  so  long  as 
there  was  hypertrophy,  applications  gave  no  relief  and  pessaries 
caused  excessive  pain.  The  next  successful  step  was  the  seclu- 
sion, rest,  manipulation,  electricity,  and  dietetic  treatment,  to- 
gether with  the  control  you  had  over  the  psychical  traits  peculiar 
to  hysteria.  Very  truly  yours,  X. 

This  was  a  very  stubborn  case,  one  w^hich  needed  the 
firmest  moral  treatment.  At  one  time  excessive  vomiting 
set  in,  which  lasted  several  days  and  came  nigh  ending  my 
patient's  Hfe.  Nothing  stopped  it  but  a  cruel  scolding,  which 
was  hard  to  give,  as  she  was  a  gentle,  lovable  creature.  Dr. 
Gerhard,  who  administered  the  electricity,  will  bear  me  out 
in  the  statement  that  it  was  an  exceedingly  tough  case.  I 
met  her  last  week  looking  perfectly  well,  and  steadily  gain- 
ing in  flesh. 
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Case  III,  —  G.  W.,  aged  twenty-nine,  has  never  been  well 
since  her  first  and  only  labor,  eleven  years  ago.  Eight  years  ago, 
after  nursing  a  sick  child,  she  became  bedridden.  She  could  not 
get  up  on  her  feet,  because  she  not  only  suffered  acute  pain,  but 
all  her  pelvic  organs  then  "seemed  about  to  fall  out."  Even  the 
act  of  sitting  up  in  bed  brought  on  vomiting  and  fainting.  Her 
menstruation  was  scant,  but  attended  with  extreme  suffering ;  her 
micturition  frequent  and  painful.  She  also  had  violent  uterine 
colics,  which  lasted  several  weeks  at  a  time,  and  for  which  enor- 
mous doses  of  opium  and  chloral  were  needed.  During  these 
eight  years  her  physician,  a  very  judicious  practitioner,  rarely 
missed  seeing  her  once  a  day.  But  during  these  attacks  he 
would  often  visit  her  three,  four,  five,  and  even  seven  times  in 
the  twenty-four  hours.  He  early  discovered  a  retroflexion  of  the 
womb,  but  that  organ  was  so  tender  that  neither  he  nor  a  distin- 
guished gynecologist,  who  was  also  consulted,  could  find  a  pes- 
sary which  she  could  bear.  For  many  years  she  used  once  or 
twice  daily  a  vaginal  injection  of  a  gallon  of  hot  water,  and  had 
very  appropriate  topical  treatment.  Nothing,  however,  did  her 
so  much  good  as  eighteen  applications  of  leeches  to  the  cervix 
uteri,  during  as  many  successive  monthly  periods.  Under  this 
treatment  her  appetite  and  sleep  improved. 

On  September  25,  1877,  she  was  placed  on  a  litter  and  brought 
to  me  by  her  physician,  after  a  long  journey  by  rail.  A  more 
wretched  creature  I  have  rarely  seen.  She  was  pale,  thin,  and 
helpless,  hysterical  to  the  last  degree,  and  greatly  weakened  by 
night-sweats.  The  retroflexed  womb  measured  over  three  inches  ; 
it  was  heavy  and  dense,  enlarged  in  every  direction  by  areolar 
hyperplasia,  and  very  tender  to  the  touch.  The  next  day  I  put 
her  on  tonics  and  began  a  local  treatment.  After  straightening 
the  womb  by  rapid  dilatation,  I  succeeded  in  fitting  her  with  a 
Hodge  pessar}'.  Finding  that  she  mended  very  slowly,  on  No- 
vember 5  I  began  the  use  of  massage,  without,  however,  discon- 
tinuing local  application.  A  few  weeks  later  Dr.  Wharton  Sink- 
ler  applied  the  electricity.  She  began  at  once  to  get  better,  and 
that  rapidly.  By  January  11,  1878,  she  had  increased  in  weight 
from  eighty-three  pounds  to  one  hundred  and  nineteen.  Eleven 
days  later  she  walked  nine  of  our  city  squares  —  that  is  to  say, 
very  nearly  a  mile  —  to  my  office,  to  report  an  additional  gain  oi 
four  pounds,  making  forty  in  all.  Shortly  afterwards  she  went 
home,  by  no  means  cured  of  her  uterine  troubles,  but  wonderfully 
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bettered  in  her  general  health.  On  May  27  she  wrote  me  that 
home  cares  and  the  hardships  of  poverty  had  caused  her  to  re- 
lapse somewhat,  and  that  during  the  catamenial  week  she  was 
obliged  to  keep  on  her  back.  But,  she  added,  "  After  eight  suc- 
cessive years  in  bed,  I  feel  it  a  great  blessing  to  be  able  to  tend 
my  own  wants." 

Now,  while  I  grant  that  this  was  not  a  cure,  yet  here  was 
a  woman  with  an  incurable  disease  of  the  womb,  bed-ridden 
for  many  years,  and  with  so  many  exacting  symptoms  as 
to  become  the  bete-iioire  of  her  physician,  sent  home  quite 
able  to  take  care  of  herself,  and  so  much  better  as  to  as- 
tonish her  physician  and  her  friends.  This  was  a  success 
which  under  the  circumstances  no  other  treatment  could 
have  gained. 

While  I  deem  the  rapid  increase  in  flesh  in  these  cases  a 
very  trustworthy  token  of  returning  health,  yet  the  success 
of  the  treatment  does  not  always  depend  upon  it.  Miss  K. 
R.,  who  had  excruciating  suffering  at  her  monthly  periods, 
defective  locomotion,  and  other  marked  uterine  symptoms, 
besides  great  nervous  exhaustion,  became  well  although  she 
gained  but  five  pounds.  Mrs.  M.,  a  sterile  lady  with  a  heavy 
and  tender  retrofiexed  womb,  was  entirely  relieved  of  ova- 
ralgia,  menorrhagia,  and  other  grievous  sexual  symptoms 
which  for  years  had  embittered  her  existence  ;  yet  her  gain 
was  but  seven  pounds.  On  account  of  the  slow  and  in- 
appreciable increase  in  the  weight  of  these  patients,  both 
Dr.  T.  V.  Crandall,  who  gave  the  electricity,  and  I  at  first 
feared  a  failure,  but  they  turned  out  to  be  signal  cures. 

Other  cases,  either  with  or  without  uterine  treatment, 
could  be  given,  but  these  are  enough  to  serve  my  purpose. 

Now,  how  is  it  that  in  these  cases  this  treatment  was 
followed  by  such  success  .''  The  symptoms  were  such  as 
ninety-nine  physicians  out  of  a  hundred  would  ascribe  to 
uterine  disease,  and  to  uterine  disease  alone,  and  yet  my 
patients  got  well  with  but  little  or  no  local  treatment. 
What  then  is  the  nexus  between  the  means  used  and  the 
apparent  uterine  disorder.'  The  explanation  is,  to  my  think- 
ing, as  follows :    The  essence  of  the  disease  lies,  not  in  the 
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sexual  organs,  but  in  the  nerve-centres.  These  lack-lustre- 
eyed,  thin-blooded,  tender-spined,  and  emotional  creatures 
give  a  history  of  exhaustion,  of  wakefulness,  of  great  nerv- 
ousness, and  of  constant  back-ache  and  ovaralgia.  There 
are  then  tour  objects  to  be  secured,  —  nutrition,  sleep,  rest 
of  body  and  of  mind,  and  freedom  from  pain. 

The  question  of  nutrition  is  an  important  one,  because 
these  women  are  wholly  without  appetite  and  reject  whole- 
some food.  Repair  not  equaling  wear,  the  starving  nerves 
begin  to  clamor.  By  giving  large  doses  of  iron,  and  certain 
fixed  rations  of  food  at  fixed  hours,  as  laid  down  by  Dr. 
Mitchell,  sleep  is  induced  and  nervous  pains  are  allayed,  in 
cases  which  had  hitherto  resisted  all  treatment.  This  goes 
without  saying. 

Seclusion  is  important,  first,  to  free  the  mind  from  all 
care  ;  next,  to  remove  the  invalid  from  the  home  environ- 
ment, where  her  whims  are  pampered  into  an  unhealthy 
importance,  and  her  slightest  caprices  anticipated.  Again, 
it  puts  the  patient  wholly  under  the  control  of  her  physi- 
cian. This  is  of  no  little  importance,  for  there  are  no  hard 
and  fast  rules  of  diet,  massage,  etc.,  for  restoring  these  hys- 
terical women  to  health.  Each  case  stands  by  itself  ;  each 
has  an  individuality  to  which  the  mental  treatment  must  be 
adapted,  and  the  personal  magnetism  of  the  physician  can 
alone  supply  in  each  the  missing  nerve-link  between  will 
and  action.  Acting  upon  these  views  I  have  generally 
treated  my  patients  away  from  their  homes.  Sometimes  I 
have  compromised  the  matter  by  putting  them  in  a  third 
story  room  at  home,  but  as  it  were  under  lock  and  key. 

The  therapeutic  effects  of  massage  and  of  electricity  are 
very  analogous,  but  they  need  a  somewhat  extended  expla- 
nation.   The  four  principal  manipulations  of  massage  are:  — 

1.  Effletirage,  viz.,  stroking,  friction,  or  surface  rubbing. 

2.  Petrissage,  kneading  or  deep  rubbing. 

3.  Tapotement,  tapping  or  percussion. 

4.  Passive  and  active  motion. 

The  first  two  pleasantly  stimulate  into  action  the  vaso- 
motor nerves  and  the  terminal  filaments  of  cutaneous  nerves. 
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and  exercise  the  muscles  without  volition  and  therefore 
without  any  expenditure  of  nerve-force.  Electricity  does 
the  same  thing.  Tapoteinent,  or  percussion,  made  by  quick 
strokes  with  the  ulnar  margin  of  the  palm,  temporarily  stuns 
the  nerves,  and  these  surprises  effect  molecular  changes, 
by  which  relaxed  fibre  and  tissues  of  loose  consistency  are 
strengthened.  Again,  both  massage  and  electricity  raise 
the  body  temperature,  stimulate  the  nervous  system,  pro- 
mote the  secretions,  and  increase  the  peristaltic  action  of 
the  bowels.  Also  the  new  and  sharp  impressions  of  elec- 
tricity break  up,  as  Anstie  has  shown,  the  mental  attitude  of 
morbid  concentration  on  the  hysterical  or  the  pseudo-neu- 
ralgic pains. 

Thus  these  two  agents  not  only  act  as  antidotes  to  the 
evils  which  come  of  prolonged  rest  in  bed,  but  they  meet 
several  important  indications.  Further,  the  assumption  hav- 
ing been  made  that  in  these  cases  there  is  disturbed  circu- 
lation as  well  as  enfeebled  innervation,  it  follows  that  when 
a  pathological  process  is  set  up  by  an  increased  flux  of  blood 
to  one  organ,  whatever  tends  to  lessen  the  amount  of  blood 
flowing  to  it  tends  also  to  restore  it  to  health.  Now  both 
electricity  and  massage  increase  surface  circulation  in  the 
large  vascular  district  of  the  skin.  Again,  by  irritation  of 
vaso-motor  nerves  they  also  produce  reflex  alteration  in 
the  circulation  of  deeper  parts.  But  increased  capacity  at 
one  vascular  district  causes  lessened  capacity  in  another. 
Hence  the  flux  of  blood  is  diverted  from  the  diseased  organ 
and  its  circulation  lessened.  Causing  in  this  manner  ane- 
mia of  the  brain,  sittings  of  massage  or  of  electricity  are 
usually  followed  by  sleep. 

In  all  of  my  cases  the  faradic  current  was  more  commonly 
used,  the  galvanic  current  being  reserved  for  stubborn  and 
deep-seated  pains  ;  that  is,  the  electricity  was  applied  either 
by  general  faradization,  or  by  central  or  spinal  galvanization. 
In  a  large  proportion  of  these  cases  there  was  more  or  less 
of  anesthesia  in  one  leg,  —  usually  the  left,  —  accompanied 
by  burning  and  cutting  pains  radiating  from  the  correspond- 
hig  ovary.    Faradic  excitability  was  at  first  always  enfeebled 
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on  the  affected  side,  but  after  several  sittings  the  muscles 
began  to  respond  to  the  current,  and  motility  was  restored. 
In  not  a  single  instance  did  these  nerve  lesions  last  long. 
The  ovaralgia  was,  however,  not  so  readily  overcome,  but  it 
was  very  interesting  to  watch  how  surely  it  was  rubbed  out 
and  faradized  out,  —  in  fact,  extinguished. 

This  treatment  I  once  saw  act  like  a  charm  in  one  of  those 
fat  and  flabby  women,  with  feeble  hearts,  with  menorrhagia, 
and  with  very  exacting  uterine  and  hysterical  symptoms. 
This  fat  accumulates  from  insufficient  oxidation,  brought 
about  either  from  impeded  circulation  or  from  impoverished 
blood  in  which  those  oxygen  carriers,  the  red  blood  corpus- 
cles, are  lessened  in  number.  This  will  sometimes  happen 
after  a  post  partem  flooding,  or,  as  I  have  lately  seen  it,  from 
the  prolonged  hemorrhage  caused  by  a  uterine  polypus.  The 
menorrhagia  was  probably  the  cause  of  it  in  this  case.  One 
finds  it  also  in  the  muscles  of  paralyzed  limbs.  But  to  re- 
turn to  my  patient  ;  she  was  brought  to  me  from  a  neigh- 
boring State  when  she  had  been  confined  to  her  room  for 
over  four  years,  and  had  not  been  able  to  move  from  her 
chair  to  her  bed  without  the  aid  of  crutches  and  that  of  her 
nurse.  I  first  used  the  curette,  then  put  her  on  a  skimmed- 
milk  diet  as  recommended  by  Dr.  Mitchell,  reducing  the 
quantity  daily  until  it  seemed  barely  enough  to  keep  her 
alive.  Waste  material  was  meantime  eliminated  by  free  pur- 
gation. Then  by  good  wholesome  food,  by  equalizing  and 
stimulating  the  circulation  through  the  use  of  massage  and 
electricity,  by  the  use  of  digitalis  as  a  heart  tonic,  and  by 
very  large  doses  of  iron  —  thirty-seven  grains  of  the  dried 
sulphate  per  diem  in  the  form  of  Blaud's  pill  —  to  increase 
the  number  of  red  blood  corpuscles  and  thereby  the  com- 
bustion of  the  tissues,  she  got  out  of  bed  in  eleven  weeks' 
time  with  a  weight  reduced  from  two  hundred  and  twenty- 
five  to  one  hundred  and  eighty-six  pounds,  threw  away  her 
crutches,  walked  without  assistance,  and  has  since  been 
doing  well. 

This  treatment  also  answers  admirably  for  the  spurious 
womb-ills     and    nerve    perturbations    of    the    climacteric ; 
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nothing  so  surely  controls  the  heats  and  chills,  the  shiver- 
ings  and  sweatings,  the  nerve-tinglings  and  emotional  ex- 
plosions, so  common  at  the  change  of  life. 

Then  again  there  is  another  class  of  cases  to  which  this 
treatment  is  peculiarly  adapted.  I  refer  to  that  large  group 
of  uterine  disorders  which  come  from  sexual  excess.  Ex- 
cessive functional  activity  of  the  reproductive  organs  causes 
proportional  exhaustion,  and  passive  congestions  of  the 
nerve-centres.  The  turgidity  is  perhaps  most  marked  at 
the  lumbar  portion  of  the  spinal  cord,  whence  it  begets 
morbid  irritability  of  the  sexual  organs.  Repeated  coition 
then  means  repeated  congestions  and  exhaustions.  And 
when  one  of  a  married  couple  is  too  weak,  or  one  is  rela- 
tively too  vigorous  for  the  other,  semi-passive  congestion  of 
the  nerve-centres  obtains,  and  the  exhaustion  becomes  per- 
manent. Sometimes  it  is  the  husband  that  suffers,  and  one 
would  a  priori  suppose  that,  since  he  alone  of  the  two  parts 
with  a  highly  vitalized  fluid,  this  would  generally  be  the  case. 
But  it  is  not  so  ;  unless  he  happen  to  have  the  germs  of 
some  hereditary  disease,  such  as  phthisis,  lurking  in  his  sys- 
tem, or  he  be  past  the  prime  of  life  when  he  marries  a  young 
or  a  second  wife.  Strange  as  it  may  seem,  it  is  the  woman 
who  receives,  and  not  the  man  who  gives,  that  breaks  down 
in  health ;  but  fortunately  the  nerve-lesions,  being  functional 
and  not  structural,  are  curable.  These  cases  have  back-ache, 
leucorrhea,  menorrhagia,  loss  of  sexual  desire,  weakness  of 
lower  limbs  almost  amounting  to  a  palsy,  uterine  congestion, 
and  the  usual  local  symptoms  and  lesions  resulting  there- 
from ;  but  they  will  not  be  benefited  in  the  least  by  a  top- 
ical treatment.  They  need  to  be  put  to  bed  and  to  be  built 
up  by  massage,  electricity,  and  food.  They  need  especially 
to  be  separated  from  their  husbands,  and  thus  have  both 
functional  and  physiological  rest.  In  one  of  my  cases,  treated, 
unluckily,  at  home,  a  single  stolen  coitus  undid  the  work,  and 
put  my  patient  back. 

Of  course  it  would  be  unreasonable  to  suppose  that  the 
foregoing  treatment  will  exclude  all  local  treatment.  Putting 
a  woman  to  bed  cannot  cure  a  lacerated  cervix,  or  a  cervical 
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stenosis,  or  an  acutely  bent  womb.  But  what  I  claim  for  it 
is  that  it  has  in  my  hands  cured  granular  erosion,  dysmen- 
orrhea, menorrhagia,  inter-menstrual  ovaralgia,  and  most  of 
the  diseases  arising  from  passive  congestions.  I  will  go 
farther,  and  say  that  I  believe  it  will  often  obviate  the  need 
of  spaying  a  woman  for  pernicious  menstruation. 

In  conclusion,  while  humbly  hoping  that  in  this  perhaps 
too  personal  a  paper,  the  importance  of  the  subject  will 
atone  for  the  lack  of  that  traditional  dignity  and  prescriptive 
phraseology  which  lend  pomp  and  circumstance  to  a  presi- 
dential address,  I  beg  to  return  my  thanks  for  the  patience 
with  which  you  have  listened  to  one  who  is  not  your  first 
choice,  and  who  has  the  further  disadvantage  of  immediately 
succeeding  your  very  first  choice. 


A    CASE    OF     RUPTURE    OF    THE     PERINEUM 
WITHOUT   IMPLICATION  OF  THE  VULVA. 

BY  J.  C.   REEVE,   M.   D., 
Dayton,  Ohio. 

Mrs.  S.,  aged  thirty-three,  was  delivered  on  November  2,  1872, 
of  her  third  child.  She  had  been  attended  in  labor  by  a  German 
midwife,  and  did  not  for  three  days  become  aware  that  anything 
was  wrong.  On  the  sixth  day  she  called  in  my  friend,  who  sum- 
moned me  on  the  tenth  day  after  delivery.  Upon  examination  I 
found  an  enormous  laceration  of  the  perineum.  The  rent  began 
on  the  right  side,  near  the  junction  of  the  upper  fourth  with  the 
lower  three-fourths  of  the  labium,  followed  the  outer  boundary  of 
the  labium  downwards,  and  crossed  the  perineum  to  the  rectum  ; 
both  the  anal  sphincters  were  divided,  the  laceration  extending  up- 
wards quite  an  inch  and  a  half.  The  part  of  the  perineum  remain- 
ing intact  at  the  posterior  commissure,  and  along  the  lower  part 
of  the  right  labium,  was  about  the  thickness  of  a  man's  thumb. 

I  drew  the  parts  together  with  four  silver  wire  sutures,  hoping 
to  get  partial  union,  at  least,  by  coalescence  of  the  granulations, 
thus  following  Nelaton's  practice  in  such  cases.  My  hopes  were 
not  realized,  however,  and  on  the  21st  I  proceeded  to  a  formal 
operation.  The  edges  and  surfaces  were  pared,  two  wire  sutures 
put  in  the  recto-vaginal  septum,  two  through  the  labium,  and  two 
deep  ones  through  the  perineum.  For  the  last  four  I  used  a 
simple  modification  of  the  ordinary  quill  suture,  formed  by  attach- 
ing both  ends  of  each  wire  to  a  short  piece  of  bougie.  Upon  first 
performing  the  operation  for  ruptured  perineum  I  found  that  I 
could  not  make  the  quills  lie  straight  and  even  as  represented  in 
surgical  drawings ;  that  from  inequality  of  the  surfaces  there  was 
greater  strain  on  some  of  the  stitches  than  on  others ;  to  divide 
the  bougie  into  several  short  pieces  was,  therefore,  a  simple  and 
obvious    improvement.       I  de^■ised  and  resorted  to  this    before 
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Grailly  Hewitt  introduced  his  bead  suture  in  which  the  wires,  for 
the  same  purposes,  are  attached  to  gutta  percha  beads. 

On  the  27th  the  sutures  were  removed  and  union  was  found 
perfect  except  at  one  point,  just  above  the  internal  sphincter  ani, 
where  a  fistula  was  left  which  scarcely  admitted  an  ordinary  sized 
female  catheter. 

March  4,  1873,  I  operated  upon  this  recto-vaginal  fistula  in  the 
usual  manner.  I  did  not  resort  to  forced  dilatation  of  the  anus 
as  recommended  by  Thomas,  for  fear  of  reproducing  the  lacera- 
tion. The  previous  failure  having  been  foretold,  and,  as  I  be- 
lieved, brought  about  by  the  escape  of  gas,  I  thought  that  I  could 
obviate  this  difficulty  by  keeping  a  soft  catheter  in  the  rectum  dur- 
ing the  healing,  process.  I  was  again  disappointed,  perhaps  for 
want  of  efficient  nursing,  and  to  my  great  chagrin  the  patient 
passed  from  under  my  observation  uncured. 

Recto-vaginal  fistula  is  not  anywhere  a  frequent  lesion, 
and  I  need  not  hesitate  to  say  that  this  was  my  first  and 
only  case  since  Mr.  Lawson  Tait,  with  his  position  and 
opportunities,  says  he  has  met  with  but  three.^  If  I  failed, 
also,  to  appreciate  the  necessity  of  dividing  the  sphincter 
ani,  I  but  followed  in  this  such  authority  as  Hegar  and 
Kaltenbach.2 

But  the  case  is  not  reported  to  this  Society  for  anything 
relating  to  the  operative  procedures,  but  for  several  most 
interesting,  and,  as  I  believe,  most  important  features,  which 
render  it  worthy  of  attention  and  of  being  placed  upon  per- 
manent record. 

I.  The  great  rarity  of  this  form  of  accident. —  Some  few 
authors,  as  Churchill,^  describe  this  as  among  the  lacera- 
tions which  may  take  place,  but  a  still  less  number  give 
any  cases.  Indeed,  after  a  very  considerable  search  in 
medical  literature  I  have  been  able  to  find  but  two  cases 
mentioned  in  which  the  child  was  delivered  by  the  rectum, 
the  vulva  being  left  entire,  and  no  particulars  are  given  of 
either  of  these.     The  first  is  by  Blundell.     "  With  tremen- 

^  Diseases  of  Wome7i,  London,  1877. 

^  Die  Operative  Gyndkolo^^ie^  Erlangen,  1874. 

8   Theory  and  Practice  of  Midwifery,  3d  ed.,  London,  1855,  p.  525. 
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dous  disruption  the  head  of  the  child  may  be  forced  through 
the  orifice  of  the  intestine,  an  accident  of  which  I  have  my- 
self known  an  instance."  ^  The  second  is  by  a  Fellow  of 
this  Society,  Dr.  Byford.  "I  saw  one  instance  in  which  the 
two  sphincters  were  torn  through,  while  the  larger  part  of 
the  substance  of  the  perineum  in  front  of  them  was  unin- 
jured ;  the  child  having  passed  through  the  septum  into 
the  lower  rectum  and  through  the  anus."  ^ 

It  is  certainly  singular  that  the  child  should  not  more 
frequently  make  its  exit  by  the  anus,  considering  the  direc- 
tion of  the  forces,  the  relation  of  the  parts,  and  the  protru- 
sion of  the  head  at  that  point  as  delivery  approaches  its 
completion.  It  is  especially  singular  that  central  rupture 
of  the  perineum  should  rather  take  place,  both  vulvar  and 
anal  openings  being  left  unbroken.  Such  cases  have  been 
frequently  observed  and  are  well  known  ;  several  authors 
give  quite  a  list  of  them  with  references  to  authorities,  as 
Churchill,  Velpeau,^  and,  largest  of  all,  containing  no  less 
than  thirty-three,  Busch  and  Moser.^ 

2.  The  great  rarity  of  this,  or  any  variety  of  central  rup- 
tw'e  of  the  perineum,  in  a  multipara.  —  The  mechanism  of 
the  form  of  laceration  in  the  case  reported,  and  of  true 
central  rupture,  is  of  course  the  same,  accident  seeming 
alone  to  determine  the  extent  and  direction  of  the  lacera- 
tion. Thus,  in  one  case  reported  by  Douglass,  it  extended 
from  the  lower  part  of  one  labium  outwards  towards  the 
tuber  ischii.  In  Trinchetti's  case  it  extended  from  the 
superior  part  of  the  vagina  and  the  perineum  towards  the 
right  thigh.  In  Evrat's  case  it  ran  to  the  right  in  the  direc- 
tion of  the  ascending  ramus  of  the  ischium  in  front  of  the 
posterior  commissure  of  the  vulva,  and  backwards,  running 
slightly  around  the  anus.^ 

^  Prmciples  and  Practice  of  Obstetrics,  edited  by  Castle,  London, 
1834,  p.  798. 
-  Diseases  of  Wotneti,  2d  ed.,  Philadelphia,  1867,  p.  24. 
8  Tfaiie  Complet des  Accouchements,  3d  ed.,  Bruxelles,  1835,  P-  5-7- 
*  Handbuch  der  Geburtsktmde,  BerHn,  1841,  Bd.  ii.,  Art.  "Damm." 
^  Duparcque,  Traite  Complet  des  Ruptures,  Paris,  1836,  p.  378. 
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To  show  the  comparative  frequency  of  occurrence  in  first 
and  subsequent  labors,  the  statistics  of  all  varieties  of  cen- 
tral rupture  are,  therefore,  available,  as  also,  are  those  cases 
of  perforation  of  the  centre  of  the  perineum,  or  of  the  rec- 
tum, by  some  part  of  the  child,  delivery  having  been  after- 
wards effected  through  the  natural  passage.  The  initial 
step  of  the  process  has  been  taken,  but  skillful  treatment 
has  restrained  further  progress.  A  series  of  such  cases 
was  reported  to  this  Society,  at  its  first  meeting,  by  Dr. 
Matthews  Duncan  ;^  in  some  of  them  the  lesion  only  ex- 
tended to  a  part  of  the  tissues.  No  less  than  five  such 
cases  are  reported  by  Duparcque ;  two  are  reported  by 
Dr.  Letenneur  of  Nantes,  which  occurred  under  visual  ob- 
servation ;  in  one  the  laceration  extended  no  further  than 
the  skin  ;  ^  one  by  Dr.  Ramsbotham  ;  ^  and  one  by  a  Fel- 
low of  this  Society,  Dr.  Barker,  in  which  an  arm  was  thrust 
out  through  the  anus.*  In  the  course  of  this  investigation 
I  have  succeeded  in  collecting  thirty-five  cases  of  the  vari- 
ous forms  of  central  rupture  of  the  perineum,  all  of  them  in 
primiparae.  I  have  not  been  able  to  find  a  single  fair  case 
of  the  accident  occurring  in  a  multipara.  The  following 
are  the  only  cases  on  record,  so  far  as  my  researches  ex- 
tend, and  it  will  be  seen  that  there  were  modifying  circum- 
stances accompanying  each  one  of  them  :  — 

A  case  by  Ramsbotham  ;  second  labor  ;  the  first  had  been 
followed  by  considerable  sloughing  of  the  back  part  of  the 
vagina  which  had  left  an  extensive  cicatrix. 

A  case  by  Duparcque  (p.  376),  second  labor  ;  a  hard  and 
resisting  cicatrix  at  the  fourchette. 

A  second,  by  the  same  (p.  353),  fifth  labor,  the  fourth  fol- 
lowed by  rupture  of  perineum,  therefore,  presumably,  cic- 

^  Transactions.,  vol.  i. 

^  Dechirure  Centrale  du  Perinee  pendant  I '' Accouchement.  Re- 
print from  the  jfournal  de  MMecine  de  I '  Quest. 

*  Obstetric  Medicine  and  Suj'gery.,  London,  1867,  p.  142. 

*  Puerperal  Diseases,  New  York,  1874,  p.  42. 

An  interesting  case  b)'  Dr.  Goodell,  in  which  an  arm  protruded  from 
the  anus  of  a  primapara  after  the  delivery  of  the  head,  is  worthy  of 
note  in  this  connection.     Gynecological  Transactions,  vol  i.,  p.  313. 
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atricial  tissue  present,  although  nothing  is  said  of  it.  In  this 
case  one  foot  was  thrust  out  through  the  anus,  the  other 
through  the  vulva ;  the  laceration  did  not  extend.  Labor 
"very  active." 

Since  coming  to  this  city  I  have  availed  myself  of  an 
opportunity  of  referring  to  a  paper  by  Dr.  Birnbaum  on 
the  subject,^  and  find  that  he  engaged  in  the  same  inquiry 
which  I  am  now  making.  He  says  that  all  the  cases  of 
central  rupture  have  been  in  primiparae  except  three. 
These,  however,  upon  critical  examination  do  not  bear  com- 
parison, any  better  than  the  others,  with  the  case  I  have 
reported.  Two  of  them  again,  those  of  Quadrat  and 
Maschner,  had  cicatrices  resulting  from  former  labors,  while 
in  the  other,  by  Coutouly,  said  to  have  been  delivered  previ- 
ously of  twins,  we  learn  from  Moreau  ^  that  the  birth  of 
these  twins  was  at  five  and  a  half  months  of  gestation. 

1  think,  therefore,  that  I  am  fully  justified  in  claiming 
that  the  case  now  reported  stands  alone  ;  with  the  possible 
exception  of  Coutouly's  case  it  is  the  only  one  upon  record 
in  which  any  form  of  central  rupture  of  the  perineum,  with- 
out implication  of  the  vulva,  took  place  in  a  multipara. 

This  investigation  as  to  the  proportionate  frequency  of 
occurrence  of  central  perineal  rupture  is  of  interest,  as 
bearing  upon  one  of  the  conditions  which  is  alleged  to 
favor  this  accident.  It  is  not  my  intention  to  enter  into  a 
consideration  of  the  etiology  of  the  subject.  The  causes  are 
fully  detailed  in  systematic  obstetrical  works.  Doubtless 
Birnbaum  is  correct  in  maintaining  that  no  one  condition  or 
cause  can  ever  give  rise  to  the  accident,  but  that  for  its  oc- 
currence there  must  be  a  peculiar  coincidence  and  concur- 
rence of  several  of  both  the  predisposing  and  determining 
causes.  It  is  held,  however,  that  too  great  laxity  of  the 
perineum  is  a  condition  particularly  favoring  central  rup- 

^  Ueber  die  centraleii  Zerreisstmgen  des  Datnmes,  etc  ;  Schmidi's 
yahrbiicher,  Band  xl.,  1843,  p.  49. 

2  "  Considerations  sur  les  Perforations  Centrale  du  Perinde  et  sur  le 
Passage  de  I'Enfant  a  travers  cette  Partie,"  Revue  Me'd.  Franq.  et 
Etrang.,  1830,  T.  ii.,  p.  373. 
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ture.  If  this  were  correct  we  ought  to  find  the  accident  oc- 
curring in  a  fair  proportion  of  cases  among  multiparas,  in- 
stead of  being  confined  almost  exclusively  to  primiparas. 
Some  very  eminent  names  can  be  adduced  as  supporting 
this  view.  Thus  Depaul  is  quoted  by  Dr.  Letenneur,  who, 
however,  by  no  means  assents  to  this  doctrine  :  — 

"I  believe  that  in  examining  into  the  etiology  of  this  ac- 
cident one  must  insist  strongly  upon  the  flaccidity  of  the 
soft  parts  of  the  pelvis,  as  seen  in  those  women  who  have 
given  birth  to  many  children,  or  in  those,  who  having  been 
very  fat,  have  become  very  lean."  ^ 

Roux,^  speaking  of  central  ruptures,  says  the  accident 
is  favored  by  "  rigidity  of  the  perineum,  or  even,  on  the 
contrary,  by  the  too  feeble  resistance  of  the  tissues  which 
enter  into  its  composition." 

So  late  a  writer  as  Olshausen  '^  maintains  this  view. 
After  speaking  of  rigidity  of  the  perineum,  he  says  : 
"There  happens  the  opposite  fault  on  the  part  of  the  per- 
ineum. It  may  be  too  yielding,  too  thin,  or  '  membranous,' 
as  it  is  expressed.  The  consequence  is,  especially  when  it 
is  at  the  same  time  too  broad,  that  the  head,  instead  of 
taking  a  direction  forwards,  bores  down  into  the  perineum. 
This  structure  then  envelops  the  head  like  a  cap,  and  may 
finally,  in  consequence  of  too  great  thinning,  burst.  These 
are  also  the  cases  in  which  the  so  rare  central  ruptures  are 
most  likely  to  occur." 

In  the  case  reported  the  perineum  was  not  more  lax 
than  usual,  and  it  seems  clear  that  the  facts,  so  far  as 
ascertained,  do  not  sustain  this  view,  and  that  the  ground  is 
taken  theoretically  rather  than  practically. 

3.      The  case  reported  is  of  interest   in   its    medico-legal 

^  The  reference  is  to  the  Bulletin  de  la  Societi  de  C/nrurgie,  1868, 
p.  79.  Depaul  does  not  mention  the  subject  in  his  Clinique  Obstetri- 
cale. 

2  Qicarante  Annies  de  Pratique  Chirurgicale,  Paris,  1854,  T.  i.,  p. 
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aspects.  Not,  however,  as  Moreau  would  have  it,  who  main- 
tains that  "  the  integrity  of  the  vulva  is  no  more  a  proof 
that  the  woman  has  not  given  birth  to  a  child  than  is  the  in- 
tegrity of  the  hymen  an  indubitable  sign  of  her  virginity." 
But  the  old  German  midwife,  who  attended  the  patient, 
had  accumulated  quite  a  nice  property  by  the  industrious 
exercise  of  her  calling  during  many  years.  The  institu- 
tion of  a  suit  for  damages  was  attempted.  I  was  called 
upon  by  a  lawyer  employed  to  get  up  a  case.  The  cir- 
cumstances under  which  the  accident  happened  were  such 
as,  to  my  mind,  afforded  not  the  least  justification  for  the 
proceeding.  It  was  a  case  of  precipitate  labor.  The  woman 
told  me  that  she  was  out  of  bed  over  the  vessel  when 
she  was  taken  suddenly  with  a  violent  pain,  and  she  had 
scarcely  time  to  get  back  on  the  bed  before  the  child  was 
born.  She  did  not  then  know,  as  before  said,  that  anything 
unusual  had  occurred,  and  could  not  tell  how  the  placenta 
was  delivered.  I  could  only  say  that,  if  placed  on  the  wit- 
ness stand,  I  should  be  obliged  to  testify  that  under  such 
circumstances  the  same  accident  might  occur  to  the  most 
learned  or  the  most  experienced  accoucheur  of  the  country, 
and  the  suit  was  not  prosecuted. 

List  of  Cases  of  Central  Ruptttre  of  the  Perinetmt  in  which 
the  Labor  was  stated  to  be  the  First. 

Where  there  is  no  reference  it  has  already  been  given  in 
this  paper. 

Merriman  :  "  Difficult  Parturition,"  London,  1820,  p.  249. 

Simpson  :  "  Works,"  vol.  i.,  p.  594.  One  case,  personal  ;  one 
by  Marter  ;  the  latter  also  to  be  found  in  Duparcque. 

Letenneur  :  three  cases. 

Velpeau.     Fordyce  Barker.     Ramsbotham  :  three  cases. 

Baker  Brown  :  "  Surgical  Diseases  of  Women,"  2d  ed.  Lon- 
don, 1861. 

Dr.  Martyn  :  Oxford,  Iowa.     "  Am.  J.  Obst.,"    Feb.,  1876. 

Birnbaum:  "  N.  Ztschr.  F.  Geburtsk.,"  xxxii.,  Berlin,  1852. 
'  Ueber  Centralruptur  des  Mittelfleiches."  Also,  "  Schmidt's 
Jahrblicher,"  Bd.  xL,  p.  49,  1843.  Two  cases,  both  delivered 
through  the  natural  passages. 
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Mursinna  :  Osiander,  "  Handbuch  der  Entbindungs-Kunst," 
Tubingen,  1820,  Band  ii.,  Abth.  ii.,  p.  245.  The  case  is  spoken 
of  as  reporting  for  operation  a  year  after  the  accident,  and  the 
reference  is  to  Loder's  "  J.  f.  d.  Chir.  Geburtsh.  u.  Gerichtl. 
Arzneyk,"  Jena,  1797,  i.,  658. 

Matthews  Duncan :  four  cases. 

Ellis:  "Am.  J.  M.  Sc,"  1849,  P-  260;  from  "New  York  Med. 
J.,"  Nov.,  1848.  A  case  of  especial  interest  from  the  easy  labor, 
the  little  pain  felt,  and  from  the  fact  that  the  patient  did  not 
know  that  anything  unusual  had  occurred. 

Moreau:  p.  381. 

Duparcque :  The  cases  of  Lachapelle,  Meckel,  Dupuytren, 
(patient  thirty-eight  years  old) ;  of  Trichinetti,  Douglass,  and 
Evrat ;  the  five  cases  already  given  in  which  delivery  was  by  the 
natural  passages ;  and  two  other  cases,  pp.  369,  383.  Total, 
thirteen  cases. 

Grand  total,  thirty-five  cases. 

I  find  a  case  by  Montain  frequently  included  in  the  list  of 
central  ruptures.  In  the  original  report  of  the  case  it  is  dis- 
tinctly stated  that  the  fourchette  was  torn.  "  Journal  de  Med- 
ecine,"  vol.  Ixxvi,,  p.  140. 
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Dr.  Campbell,  of  Augusta,  Ga.  —  My  experience  in  such  cases, 
I  am  glad  to  state,  has  been  very  limited.  I  have  operated  for 
laceration  of  the  perineum  some  half  dozen  times,  both  in  re- 
cent and  in  old  cases.  All  of  the  operations  which  I  have  done 
immediately  after  the  close  of  labor  have  been  successful,  whereas 
those  which  I  have  performed  at  some  subsequent  time,  have  in 
several  instances  failed. 

The  objections  to  plastic  operations  about  the  vagina,  on  account 
of  the  presence  of  the  fluids  which  are  discharged,  and  the  pas- 
sage of  urine,  are  really  of  no  great  importance.  This  seems  to 
be,  so  far  as  I  can  understand  it,  the  chief  question  connected 
with  Dr.  Reeve's  case.  Practically,  I  have  found  that  the  middle 
quill  suture  does  not  always  present  the  picture  that  we  see  in 
books  ;  the  upper  end  of  one  is  twisted  in  and  the  lower  end  of 
the  other  is  twisted  out,  and  I  have  never  known  how  to  rectify 
this  condition  of  things.  I  am  gratified,  however,  that  Dr.  Reeve 
has  described  a  method  by  which  it  may  be  done. 
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Dr.  White,  of  Buffalo.  —  I  rise  to  call  attention  to  the  impor- 
tance of  preventing  laceration  of  the  perineum.  I  think  the  in- 
struction which  I  received  thirty  years  ago  upon  this  point  is  most 
excellent.  It  consists  in  making  a  triangular  division  of  the  peri- 
neum. This  is  a  simple  operation,  and  the  cut  surfaces  heal 
readily.  It  prevents  any  form  of  rupture,  and  should  be  resorted 
to  much  more  frequently  than  it  now  is.  In  one  case  in  which  I 
was  called  in  consultation,  and  we  were  afraid  of  laceration,  I 
made  this  division  on  the  right  and  the  left  sides,  and  delivered 
the  woman  of  a  living  child  ;  and  the  cuts  healed,  leaving  scarcely 
any  deformity.  Last  spring  the  same  woman  was  again  confined, 
and  as  the  doctor  in  charge  strongly  objected  to  the  division,  as 
before,  we  tried  to  get  along  without  the  operation.  In  spite  of 
the  most  faithful  and  skillful  support  given  to  the  perineum  by 
the  doctor  in  charge,  and  the  most  careful  application  of  the  for- 
ceps, it  was  torn  to  the  rectum.  Should  this  division  of  the  peri- 
neum be  made  when  there  is  really  no  necessity  for  it,  no  harm 
can  result,  as  the  wounds  readily  close  of  themselves. 

Dr.  Reeve.  —  One  point  in  reference  to  the  first  operation  in 
my  case.  Having  failed  to  operate  immediately,  a  greater  length 
of  time  should  have  been  allowed  to  elapse  before  the  operation 
was  undertaken. 


ON  THE  SURGICAL  TREATMENT  OF  STENOSIS 
OF  THE  CERVIX  UTERI. 

BY   J.   MARION    SIMS,    M.    D., 

New   York. 

Stenosis  of  the  cervix  uteri  has  long  been  recognized  as 
a  cause  of  dysmenorrhea  and  of  sterility. 

Professor  Fallen,  in  a  very  exhaustive  paper  on  dysmenor 
rhea,^  has  shown  that  this  subject  was  well  understood  in 
olden  times ;  that  the  speculum,  the  sound,  the  bougie,  the 
tent,  and  even  knives,  for  incision,  were  employed,  all  of 
which  lapsed  into  oblivion,  to  be  re-invented  in  modern 
times. 

The  first  man  in  our  day  to  call  attention  to  stenosis  of 
the  cervix  uteri,  to  point  out  its  influence  on  menstruation 
and  the  sterile  state,  and  to  demonstrate  a  method  of  treat- 
ment at  once  rational  and  often  successful,  was  Professor 
Mcintosh,  of  Edinburgh. 

He  succeeded  in  sometimes  permanently  dilating  the 
cervical  canal  by  the  systematic  use  of  graduated  bougies, 
often  curing  dysmenorrhea,  and  with  it  sterility.  But  the 
success  that  he  achieved  by  this  method  has  never  been 
equaled  by  any  of  his  followers.  Simpson,  adopting  his 
plan,  soon  discovered  that  it  was  applicable  only  to  a  limited 
class  of  cases.  He  saw  that  mere  mechanical  dilatation  by 
bougies  and  sponge  tents  was  not  always  permanent ;  that 
the  cervix  was  often  indurated,  and  would  return  immedi- 
ately to.  its  original  condition  after  the  most  determined 
efforts  at  dilatation.  Succeeding  in  a  few  cases  of  stenosis, 
when  the  cervix  uteri  was  of  normal  density  and  easily  di- 
latable, and  failing  in  the  many  when  it  was  indurated  and 
^  Amer.  Jour,  of  Obstet.,  x.  364,  July,  1877. 
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not  permanently  dilatable,  he  had  the  happy  thought  of  in- 
cising the  cervix  through  its  whole  extent  from  the  os  in- 
ternum to  the  OS  externum. 

Simpson's  operation  is  the  bilateral  incision  of  the  cervix. 
He  performed  it  in  the  same  way,  in  every  case,  without 
regard  to  individual  peculiarities.  It  mattered  not  with 
him  whether  the  cervix  was  flexed  or  straight,  and  he  oper- 
ated in  this  way  :  He  placed  the  patient,  on  the  left  side, 
passed  the  index  finger  up  to  the  os  tincae,  guided  his  me- 
trotome into  the  cervical  canal,  pushed  it  on  until  it  entered 
the  cavity  of  the  uterus  ;  then  pressing  on  the  handle  so  as 
to  expand  the  blade,  the  instrument  was  suddenly  pulled 
out,  thus  incising  one  side  of  the  cervix  through  its  whole 
extent  from  the  cavity  of  the  uterus  to  the  os  externum. 
The  instrument  was  then  quickly  re-introduced,  and  turn- 
ing its  cutting  edge  to  the  opposite  side  of  the  cervix,  this 
was  incised  in  like  manner  as  before. 

After  these  incisions  the  point  of  the  index  finger  could 
usually  be  passed  along  the  cervical  canal  up  to  the  os  in- 
ternum. Sometimes  the  bleeding  was  moderate,  and  again 
it  was  severe. 

Sir  James  Y.  Simpson  never  used  tampons  or  plugs  of 
any  sort  to  arrest  the  bleeding.  He  simply  passed  a  good 
sized  camel's-hair  pencil,  loaded  with  a  solution  of  per- 
chloride  of  iron  and  glycerine,  several  times  into  the  vagina, 
and  left  his  patient  without  any  fear  of  hemorrhage.  In 
some  cases  his  operation  relieved  the  pain  of  menstruation, 
while  in  others  it  failed  to  do  this. 

Greenhalgh  modified  Simpson's  instrument  by  giving  it 
two  blades  instead  of  one,  which  cut  through  both  sides  of 
the  cervix  at  once  ;  thus  making  an  equilateral  section, 
which  cannot  always  be  made  with  the  single-bladed  instru- 
ment. Dr.  Savage  again  simplified  Greenhalgh's  metro- 
tome by  making  one  like  scissors,  but  with  the  cutting  edges 
reversed.  This  instrument  is  to  be  introduced  closed,  and 
then,  by  pressing  on  the  handles,  the  two  blades  diverge  to 
the  required  extent,  when  by  quickly  withdrawing  the  in- 
strument it  cuts  its  way  out,  opening  the  cervical  canal 
bilaterally  from  the  os  internum  to  the  os  externum. 


56         TREATMENT  OF  STENOSIS  OF  CERVIX   UTERI 

Dr.  Routh's  metrotome  is  Greenhalgh's  instrument  curved 
at  the  point  to  facilitate  its  passage  along  the  canal  of  the 
cervix. 

Aveling's  metrotome  cuts  from  the  os  externum  inward, 
instead  of  from  the  os  internum  outward,  as  in  the  preced- 
ing. 

Dr.  Barnes  incises  the  os  tincae  bilaterally  with  scissors. 
Dr.  Graily  Hewitt,  in  like  manner,  incises  the  os  tincae  with 
scissors.  And  "  the  canal  above  this  point  is  then  incised 
on  each  side  by  a  small  razor-bladed  knife  with  a  blunt  point 
to  the  extent  required,  the  result  being  that  an  incision  hav- 
ing a  pyramidal  shape  and  widest  below  is  produced." 

In  my  own  country  I  believe  the  metrotome  cachi  is  now 
never  used.  The  method  I  introduced  more  than  twenty 
years  ago  at  the  Woman's  Hospital  is  generally  adopted,  — 
a  method  that  I  hope  to  see  adopted  in  Europe  at  no  distant 
day. 

When  Sir  James  Y.  Simpson  published  his  operation  of 
incision  of  the  cervix  uteri  for  dysmenorrhea,  I  accepted  it 
at  once,  but  did  not  follow  his  method  with  the  metrotome 
cacM.  I  looked  upon  his  method  then,  as  I  do  to-day,  as 
unsurgical  and  hazardous.  I  was  at  that  time  treating  ste- 
nosis of  the  cervix  uteri  with  graduated  bougies  and  sponge 
tents,  and,  of  course,  with  no  great  success,  and  I  gladly 
welcomed  an  operation  promising  so  much,  and  coming  from 
such  high  authority. 

Sir  James  spoke  of  his  operation  as  being  easy  of  execu- 
tion, and  free  from  danger,  directly  or  indirectly.  I  was  thus 
led  to  underrate  its  dangers,  and  in  some  instances  per- 
formed the  operation  in  my  consulting  room,  and  allowed 
my  patients  to  drive  home  afterwards,  as  Sir  James  had  oft- 
en done.  In  the  short  space  of  two  months  I  had  several 
cases  in  which  alarming  hemorrhage  followed  the  opera- 
tion. After  this  I  wisely  determined  to  operate  only  at  the 
homes  of  my  patients. 

There  are  two  methods  of  incising  the  cervix  uteri  for 
stenosis  of  the  canal.  The  first  is  the  bilateral  incision,  and 
is  Simpson's  operation.  The  second  is  the  antero-posterior 
incision,  and  is  Sims's  operation. 
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Simpson's  operation  is  applicable  only  to  cases  in  which 
the  intra-vaginal  portion  of  the  cervix  is  normally  devel- 
oped, in  which  the  anterior  and  posterior  segments  of  the 
cervix  are  symmetrical,  with  the  os  pointing  usually  toward 
the  posterior  wall  of  the  vagina. 

Sims' s  operation  is  applicable  only  to  cases  of  flexion  of 
the  cervix  in  which  the  intra-vaginal  portion  is  unequally 
developed,  in  which  the  posterior  segment  is  longer  than 
the  anterior.  In  these  cases  the  os  tincae  does  not  point 
directly  back  toward  the  posterior  wall  of  the  vagina,  but, 
as  a  rule,  looks  in  the  direction  of  the  long  axis  of  the  va- 
gina. In  all  these  cases  there  is  anteflexion  to  a  greater 
or  less  extent. 

It  is  a  great  mistake  to  perform  Simpson's  operation  in 
cases  of  anteflexion  where  the  cervix  is  thus  abnormally 
developed,  and  it  is  equally  as  great  a  mistake  to  perform 
my  operation  in  cases  where  the  cervix  is  symmetrically  de- 
veloped. 

Fig.  I  represents  a  case  of  stenosis  in  which  the  intra- 
vaginal  portion  of  the  cervix  is  equi- 
lateral, or  normally  developed.  In  all 
such  cases,  whether  the  body  of  the 
uterus  leans  backward  or  forward,  or 
even  if  there  is  marked  anteflexion  at 
the  OS  internum  the  incision  must  be 
by  Simpson's  method,  bi-lateral. 

Fig.  2  represents  a  case  of  stenosis 
in  which  the  intra-vaginal  portion  of 
the  cervix  is  unequally  developed. 
The  anterior  segment  of  the  cervix  is 
often  not  more  than  one  third  as  long 
as  the  posterior,  measuring  from  the 
OS  tincae  to  the  anterior  and  posterior  vaginal  culs-de-sac. 

In  all  such  cases  as  this  my  plan  of  splitting  the  poste- 
rior lip  backward,  and  then  incising  "the  os  internum  ante- 
riorly at  the  highest  point  of  flexure  is  the  correct  method 
of  operating. 

Let  us  suppose  that  we  have  a  case  of  stenosis  in  which 
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the  cervix  is  normally  developed,  as  shown  in  Fig.  2,  and 
that  we  have  determined  to  perform  Simpson's  operation  of 
bilateral  incision.  How  shall  we  proceed  to  operate  ?  Shall 
we  pass  an  automatic  machine,  in  the  dark,  along  the  cervi- 
cal canal,  spring  it  open,  and  give  it  a  jerk  ?  Certainly  not. 
We  do  not  choose  to  operate  blindly  on  other  parts  of  the 
body.  Why  should  we  then  on  the  neck  of  the  womb  .-' 
The  surgery  of  the  cervix  uteri  requires  as  much  nicety 
and  precision  as  that  of  the  eye,  of  the  arteries,  of  the 

nerves,  or  of  any  other  portion 
of  regional  anatomy.  We  must 
see  what  we  do,  and  then  do  it 
with  care  and  caution,  —  not  too 
much  and  not  too  little ;  adapt- 
ing the  operation  to  the  wants 
of  the  case,  and  not  leaving  it 
to  the  action  of  a  machine  that 
thrusts  forth  its  blades  in  the 
dark,  and  slashes  through  the 
cervix  without  regard  to  its  di- 
mensions or  its  conformation.  A  machine  that  does  not 
always  cut  equilaterally,  for  it  sometimes  cuts  its  way  out 
more  on  one  side  than  the  other,  especially  if  the  tissues 
are  denser  and  more  resisting  on  one  side  than  the  other  ; 
and  it  does  not  always  adapt  the  extent  of  the  incision  to 
the  size  of  the  cervix,  for  when  the  cervix  is  small  it  often 
cuts  entirely  through  its  whole  diameter,  thus  producing 
eversion  of  the  lips  and  prolapse  of  the  cervical  mucous 
membrane,  which,  so  far  as  the  subject  of  sterility  is  con- 
cerned, leaves  the  patient  in  a  worse  condition  than  before 
the  operation. 

i  am  at  war  with  machine  surgery,  which  makes  such 
accidents  as  these  possible,  —  accidents  that  occurred  too 
often  in  the  skillful  hands  of  the  great  master,  Sir  James 
Y.  Simpson,  and  that  occur  now  not  infrequently  in  the 
hands  of  his  followers,  and  that  must  continue  to  occur  as 
long  as  we  perform  this  operation  in  the  dark  with  auto- 
matic machines.     But  my  best  argument  against  this  sort 


Fig.  2. 


y.  MARION  SIMS.  59 

of  surgery  is  in  showing  a  better  method  of  performing 
Simpson's  operation  than  by  the  metrotome  cach^,  and 
here  is  my  plan  of  doing  it. 

It  is  of  the  utmost  importance  that  the  patient  be  placed 
on  a  table  in  the  left  lateral  semi-prone  position,  and  Sims's 
speculum  used. 

A  small  tenaculum  is  hooked  into  the  anterior  lip  near 
the  OS  tineas,  and  the  uterus  is  pulled  gently  toward  the 
ostium  vaginae,  until  the  os  uteri  rests  just  behind  the  sym- 
physis pubis,  and  nearly  in  contact  with  the  neck  of  the 
bladder. 

This  movement  is  easy  enough,  if  there  are  no  complica- 
tions, such  as  contraction  of  the  utero-sacral  ligaments,  or 
some  anomalous  adhesions,  the  result  of  previous  pelvic  in- 
flammation, to  interfere  with  it.  Many  years  ago  I  labored 
under  the  then  common  delusion  that  all  operations  on  the 
uterus  should  be  performed  with  the  organ  as  much  as  pos- 
sible in  its  normal  position  in  the  pelvis ;  that  its  forcible 
displacement  predisposed  to  pelvic  inflammation,  and  added 
to  the  risks  of  operation.  All  of  which  is  a  great  mistake. 
In  my  "Uterine  Surgery"  (1866)  this  operation  is  figured 
as  being  done  with  the  vagina  extended  its  whole  length. 

With  the  uterus  drawn  down,  the  incisions  are  made  with 
more  precision,  and  all  steps  of  the  operation  are  more 
under  control. 

In  the  early  days  of  my  operating,  when  the  operation 
was  performed  with  the  uterus  further  from  the  ostium 
vaginae,  it  was  not  always  easy  to  incise  the  cervix  equi- 
laterally. 

It  now  and  then  happened  that  the  incision  was  made  so 
that  the  posterior  segment  of  the  cervix  would  be  about 
seven  sixteenths  of  its  whole  circumference,  instead  of 
the  incision  being  in  a  straight  line  across  the  cervix.  It 
was  to  avoid  the  possibility  of  this  unequal  incision  that  I 
adopted  the  plan  of  notching  the  os  tincae  on  each  side  with 
scissors,  and  then  finishing  the  bilateral  incisions  up  to  the 
uterine  cavity  with  the  knife,  as  I  had  always  done  before. 
But  soon  after  the  publication  of  my   "  Uterine  Surgery," 
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indeed  while  it  was  in  press,  I  discovered  that  the  incis- 
ions could  always  be  made  equilaterally  by  drawing  the  os 
tincae  down  to  the  ostium  vaginae.  And  since  then  I  have 
not  used  scissors  for  nicking  the  borders  of  the  os  tincae. 
I  am  particular  in  making  this  statement,  because  Dr. 
Emmet  represented  to  Dr.  Peaslee  that  I  still  performed 
Simpson's  operation  with  scissors,  and  Peaslee,  in  his  paper 
on  "  Incision  and  Discission  of  the  Cervix  Uteri,"  read 
before  the  New  York  Academy  of  Medicine,  in  June, 
1876,  sought  to  prove  that  this  was  then  my  plan  of  oper- 
ating;. He  asserted  that  the  bilateral  incision  of  the  cervix 
was  Simpson's  operation  when  it  was  done  with  Simpson's 
metrotome,  and  that  it  was  Sims's  operation  when  done 
with  scissors  and  knife  ;  whereas  bilateral  incision  of  the 
cervix  is  Simpson's  operation,  whether  it  be  done  by  Simp- 
son's, Greenhalgh's,  Savage's,  Routh's,  or  Aveling's  metro- 
tomes, or  by  Barnes's  scissors,  or  by  any  other  cutting  in- 
strument. My  name  cannot  then  be  fairly  given  to  bilateral 
incision  of  the  cervix,  which  belongs  to  Simpson  alone. 

Sir  James  Y.  Simpson  made  no  special  dressing  to  the  cer- 
vix after  his  operation.  Mr.  Spencer  Wells  formerly  placed 
an  ivory  plug  in  the  cervical  canal  for  a  few  days  ;  and  Dr. 
Coghill  employed  a  leaden  plug  to  keep  the  canal  open. 

At  first  I  plugged  the  cervix  after  operation  with  cot- 
ton-wool wet  with  a  solution  of  alum  or  tannin,  and  then 
(1857)  I  used  a  leaden  plug  for  a  while,  and  in  1859  glass 
for  the  same  purpose.  In  1861  I  began  to  make  trial  of  a 
cone  of  cotton-wool  saturated  with  a  solution  of  liq.  ferri 
sub-sulphatis,  one  part  to  two  of  water,  placed  in  the  cervix. 

While  the  vagina  was  securely  tamponed  for  the  purpose 
of  retaining  the  cone  immovably  iji  situ.  The  upper  portion 
of  the  tampon  was  wet  with  the  styptic  iron,  the  lower  with 
water.  This  answered  well,  and  I  continued  to  use  it  for  a 
long  time.  One  serious  objection  to  it  is  that  it  is  very 
filthy,  and  after  the  second  day  the  odor  of  the  styptic  and 
decomposed  blood-clots  is  very  disagreeable.  And  for  this 
reason  I  have  given  up  the  use  of  iron  as  a  styptic  in  this 
operation. 
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About  six  or  seven  years  ago,  Dr.  Ball,  of  Brooklyn,  pub- 
lished a  series  of  cases  in  which  he  had  operated  success- 
fully on  the  cervix  uteri  by  forcible  dilatation.  It  has  been 
claimed  for  this  method  that  it  was  less  liable  to  be  followed 
by  accidents  than  the  operation  by  incision.  But  experi- 
ence has  not  proven  this  to  be  so. 

Dr.  Robert  Watts  ^  has  published  a  series  of  eleven  cases 
in  which  one  death  occurred,  and  I  have  heard  of  other  ac- 
cidents. However,  impressed  with  the  importance  of  the 
facts  laid  before  the  profession  by  Dr.  Ball,  I  determined  to 
conjoin  incision  and  dilatation,  and  at  last  I  have  arrived  at 
a  method  of  operating  with  which  I  am  better  satisfied  than 
with  any  other. 

After  incising  the  cervix  bilaterally,  according  to  Simp- 
son's method,  but  with  my  metrotome,  I  introduce  my  tri- 
valve  uterine  dilator,  and  forcibly  dilate  the  canal  of  the 
cervix  until  it  is  large  enough  to  receive  the  cervical  plug. 

The  instrument  is  about  eleven  inches  long.  The  beak 
for  the  cervical  canal  is  two  inches  long,  and  there  is  an 
elevation  to  prevent  it  from  passing  more  than  two  inches 
into  the  cavity  of  the  uterus.  After  the  incisions  the  uterus 
is  to  be  still  firmly  held  by  the  tenaculum,  until  the  beak  of 
the  instrument  is  passed  into  the  canal  and  quite  through 
the  OS  internum,  which  is  known  by  the  shoulder  resting 
against  the  os  tincae.  It  will  not  answer  to  try  to  dilate  the 
cervix  while  it  is  held  with  the  tenaculum  at  the  ostium 
vaginae.  For,  with  the  first  effort  at  expanding  the  blades 
of  the  dilator,  it  is  surprising  to  see  how  suddenly  the  uterus 
flies  away  from  the  centrifugal  force  of  the  expanding  di- 
lator. As  soon  then  as  the  beak  of  the  dilator  is  securely 
passed  into  the  cervical  canal,  the  tenaculum  is  to  be  re- 
moved, and  the  uterus  is  to  be  pushed  gently  up  with  the  di- 
lator until  the  vagina  is  extended  to  its  greatest  length ; 
then,  and  not  until  then,  may  we  expand  the  blades  by  for- 
cibly compressing  the  handles  of  the  instrument.  By  squeez- 
ing the  long  lever  handles  together,  we  soon  measure  the 
power  of  resistance,  and  we  continue  alternately  pressing  and 
^  New  York  Med.  Jour.,  1878. 
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relaxing  our  grasp  till  we  feel  that  we  have  effected  a  certain 
degree  of  dilatation.  We  then  withdraw  the  dilator,  hook 
the  tenaculum  into  the  lower  edge  of 
the  OS  tincse,  and  pull  the  cervix  down 
again  to  the  ostium  vaginas,  and  intro- 
duce the  plug  into  the  cervical  canal. 
But  if  the  dilatation  is  not  sufficient  to 
admit  the  phig,  the  dilator  is  again  to 
be  introduced,  and  the  process  of  dila- 
tation again  to  be  repeated,  until  the 
plug  can  be  easily  passed  into  the  canal 
of  the  cervix. 

Fig.  3  shows  the  blades  of  the  trivalve 
dilator  opened  to  their  widest  extent, 
which  is  three  inches  in  circumference, 
or  one  inch  in  diameter.  But  it  is  use- 
less to  dilate  the  canal  to  a  greater  de- 
gree than  is  necessary  for  the  plug. 

At  the  end  of  the  handle  there  is  a 
screw  to  force  the  blades  to  their  great- 
est capacity,  but  I  have  not  been  ob- 
liged to  use  it. 

Fig.  4  represents  one  of  my  cervical 
plugs.  It  is  made  of  hard  rubber  or 
glass,  and  sometimes  of  silver  or  alu- 
minium. It  is  made  of  different  sizes,  which  are  graduated 
according  to  English  meas- 
ure from  eleven  to  nineteen ; 
never  less  than  eleven,  and 
but  rarely  more  than  nine- 
teen. The  plug  from  base 
to  point  is  just  two  inches 
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long.  The  base  is  larger  than  the  stem  for  two  reasons : 
1st.  To  prevent  the  instrument  from  passing  too  far  into 
the  cavity  of  the  uterus.  2d.  To  fill  the  incised  portion 
of  the  OS,  and  prevent  bleeding. 

When  the  plug  is  introduced  into  the  cervix  it  is  to  be 
pressed  forward  until  the  bulbous  extremity  rests  on  a  level 
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with  the  edges  of  the  incised  os.  It  is  then  to  be  retained 
hi  sitti  by  a  tampon.  But  an  ordinary  tampon  of  cotton- 
wool, whether  wet  or  dry,  will  not  answer.  For  a  long  time 
I  was  in  the  habit  of  using  cotton-wool  saturated  with  a  so- 
lution of  the  liquor  ferri  sub-sulphatis,  or  the  neutral  per- 
chloride,  when  the  former  could  not  be  obtained.  But 
lately  at  the  suggestion  of  Dr.  Thomas  T.  Pratt,  of  Paris, 
I  have  returned  to  the  use  of  alum,  which  I  used  when  he 
was  House  Surgeon  at  the  Woman's  Hospital  in  i860  and 
1861.  It  is  just  as  effectual  in  forming  a  consolidated  im- 
movable mass  to  hold  the  plug  in  the  cervix,  and  it  is  more 
cleanly  than  the  iron. 

A  saturated  solution  of  alum  (one  to  twelve)  with  carbolic 
acid  added  (one  to  forty)  answers  the  purpose.  Cotton-wool 
well  saturated  with  this  solution  is  to  be  squeezd  until  all 
superfluous  liquid  is  expressed,  and  then  to  be  kept  in  a 
wide-mouthed  stoppered  bottle  ready  for  use. 

When  the  cervical  plug  has  been  introduced  as  described, 
a  layer  of  cotton-wool  as  large  as  an  English  walnut,  soaked 
in  the  alum,  is  to  be  placed  over  it,  and  pressed  firmly 
down,  and  layer  after  layer  then  added,  until  the  upper  por- 
tion of  the  vagina  is  well  packed  with  it.  The  lower  por- 
tion of  the  vagina  is  then  to  be  well  tamponed  with  cotton- 
wool, wet  with  carbolized  water,  simply  to  hold  the  upper 
portion  of  the  tampon  in  position  until  it  consolidates  into 
a  firm  mass. 

In  a  few  hours  a  part  of  the  tampon  near  the  mouth  of 
the  vagina  may  be  removed,  especially  if  there  is  pain  in 
the  back,  or  too  much  pressure  on  the  neck  of  the  bladder. 

Sometimes  it  may  be  necessary  to  give  morphine  hypo- 
dermically,  but  usually  the  removal  of  part  of  the  tampon  is 
sufficient  to  relieve  all  pain.  The  patient  is  kept  in  bed,  and 
is  unrestricted  as  to  diet.  For  a  day  or  two  it  is  better  for 
the  nurse  to  use  the  catheter.  Afterwards  the  water  may  be 
passed  voluntarily  in  the  horizontal  position.  The  patient 
may  lie  on  the  back  or  on  either  side,  turning  as  she  pleases, 
but  she  is  not  to  rise  in  bed,  lest  the  dressing  and  plug  slip 
down.     On  the  third  or  fourth  day  there  may  be  a  discharge 
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of  bloody  water  which  stains  the  napkin,  when  more  of  the 
tampon  may  be  removed,  but  if  the  alum  cotton-wool  filling 
the  upper  part  of  the  vagina  is  found  to  be  a  solid  mass, 
well  supporting  the  plug  in  the  cervix,  it  may  remain  longer ; 
unless  there  is  rise  of  temperature,  or  other  symptoms  call- 
ing for  its  prompt  removal.  The  tampon  should  be  removed 
wholly  whenever  it  gives  rise  to  a  fetid  discharge.  This 
will  usually  be  on  the  fourth,  fifth,  or  sixth  day.  If  it  be  im- 
portant to  keep  the  plug  in  the  cervix  for  a  longer  time,  this 
may  be  done  with  a  simple  carbolized  tampon.  The  plug  is 
sometimes  worn  for  a  week  or  even  ten  days,  but  gener- 
ally three  or  four  days  suffice.  I  have  occasionally  been 
obliged  to  remove  it  on  the  third  day.  In  two  cases  I  was 
forced  to  take  it  away  in  twenty-four  hours.  In  each  of 
these  there  were  rigors  followed  by  fever  and  rise  of  tem- 
perature, and  in  each  no  time  was  lost  in  removing  the 
whole  of  the  tampon  and  the  plug  with  it.  In  both  cases 
the  alarming  symptoms  passed  off  on  the  removal  of  the 
dressing. 

Malaria  was  probably  the  cause  of  the  trouble,  for  in  one 
of  these  cases  the  operation  was  repeated  two  years  after- 
wards, and  the  plug  was  worn  eight  days  without  the  least 
inconvenience. 

Now  and  then  hemorrhage  followed  this  operation  before 
I  adopted  the  plan  of  operating  above  described.  But  now 
it  is  almost  impossible,  for  this  method  of  plugging  the  cer- 
vix guards  against  the  danger  of  hemorrhage  very  effect- 
ually. There  can  be  no  bleeding  if  the  plug  is  not  allowed 
to  slip  down.  I  have  had  but  two  cases  of  hemorrhage 
under  the  plug  system,  and  in  each  it  was  my  own  fault. 

In  July,  1878,  I  incised  the  cervix  bilaterally,  dilated  the 
canal,  introduced  the  plug,  and  tamponed  the  vagina  with 
alumized  cotton-wool.  The  patient  objected  to  using  the 
catheter,  and  urinated  spontaneously.  All  went  well  until 
the  third  day,  when  there  was  a  hemorrhage.  On  exami- 
nation I  found  that  the  tampon  had  slipped,  and  this  allowed 
the  plug  to  move  from  its  proper  position ;  hence  the  hem- 
orrhage. 
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The  explanation  is  this  :  there  was  no  bleeding  when 
the  operation  was  performed.  Hence  I  did  not  fear  hemor- 
rhage, and  put  only  tampon  enough  to  fill  the  upper  half  of 
the  vagina.  The  effort  to  urinate  caused  the  tampon  to 
become  displaced,  thus  allowing  the  plug  to  slip  down 
for  half  its  length,  and  permitted  the  bleeding.  If  the  va- 
gina had  been  thoroughly  tamponed,  there  could  have  been 
no  displacement  of  the  tampon,  no  slipping  of  the  plug,  and 
no 'hemorrhage. 

In  one  other  case  I  had  hemorrhage,  which  I  explain  as 
follows  :  — 

When  I  was  ready  to  introduce  the  plug  I  discovered 
that  I  had  but  one  in  my  operating  case,  and  this  had  a 
cup-shaped  disk  instead  of  an  olive-shaped  bulb  at  the 
lower  end.  It  was  introduced,  and  the  vagina  well  tam- 
poned. Hemorrhage  occurred  on  the  third  day  after  op- 
eration. On  removing  the  tampon  and  the  plug,  the  bleed- 
ing was  found  to  come  from  the  angles  of  the  incision  of 
the  OS  tincae. 

If  the  stem  with  the  olive-shaped  bulb  had  been  used 
instead  of  one  with  the  cup-shaped  disk,  the  .  incised  os 
would  have  been  so  completely  stoppered  by  the  bulb  that 
bleeding  would  have  been  impossible  as  long  as  the  tampon 
held  the  plug  in  its  place.  The  lessons  taught  by  these  two 
cases  are:  ist,  to  tampon  the  vagina  thoroughly  under  all 
circumstances ;  and,  2d,  to  use  a  plug  with  a  bulbous  ex- 
tremity to  enter  wholly  within  the  incised  cervix.  This 
method  of  dressing  the  incised  cervix  with  the  plug  not 
only  guards  against  hemorrhage,  but  it  insures  a  patu- 
lous OS  and  cervix  better  than  any  other  plan.  The  only 
object  of  using  an  astringent  tampon,  whether  alum,  iron,  or 
tannin,  is  to  present  an  immovable  obstacle  to  the  exit  of 
the  cervical  plug.  For  if  it  slips  the  success  of  the  opera- 
tion may  be  jeopardized. 

I  have  said  that  portions  of  the  tampon  should  be  re- 
moved under  certain  circumstances.  There  is  some  art  in 
doing  this  so  as  not  to  displace  the  solid  mass  of  alum 
cotton-wool  that  lies  in  contact  with  the  cervix,  and  holds 
the  plug  in  the  cervical  canal. 

VOT..    Til.  5 
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Fig.  5  represents  the  tampon  screw.  It  is  a  steel  rod 
about  ten  inches  long,  with  a  screw  cut  on  o  e  end. 
To  remove  any  portion  of  the  tampon,  place  the  pa- 
tient on  the  back,  introduce  the  left  index  finger 
into  the  vagina,  pass  the  screw  by  the  side  of  the 
finger,  and  screw  it  into  the  first  portion  of  the  tam- 
pon that  presents.  When  the  screw  takes  hold,  then 
support  the  balance  of  the  mass  with  the  finger,  while 
the  piece  already  perforated  by  the  screw  is  removed 
without  disturbing  the  remainder  of  the  tampon. 
Thus,  piece  after  piece  may  be  drawn  out  without 
displacing  the  bulb  of  the  tampon  higher  up  the  va- 
gina, and  without  incommoding  the  patient. 

When  the  whole  of  the  tampon  and  the  plug  have 
been  removed,  it  is  only  necessary  to  wash  out  the 
vagina  twice  a  day  with  warm  carbolized  water,  and 
to  push  the  end  of  the  index  finger  into  the  cervix, 
from  time  to  time,  to  insure  a  patulous  os. 

The  patient  is  to  remain  in  bed  eight  or  ten  days 
after  operation,  and  then  she  can  move  to  the  sofa. 
But  she  is  to  be  still  considered  as  a  prisoner,  and  is 
on  no  account  to  leave  her  room  until  she  has  passed 
safely  through  the  menstrual  period  following  the  op- 
eration.   The  bowels,  freely  opened  before  the  opera- 
tion, are  to  be  constipated  for  three  or  four  days  after 
it.     When  they  are  moved  it  is  necessary  to  examine 
by  the  touch,  to  ascertain  if  the  dressing  has  been 
misplaced.     Having  thus  given  full  directions  for  the 
performance  of  Simpson's  operation  of  bilateral  in- 
*  cision  of  the  cervix  for  stenosis,  I  will  now  show  how 
and  under  what  circumstances  Sims's  operation  of  antero- 
posterior incision  is  to  be  performed  for  the  same  abnor- 
mal state. 

I  have  repeatedly  said  that  Simpson's  operation  of  bilat- 
eral incision  was  suitable  only  for  cases  of  stenosis  in  which 
the  intra-vaginal  portion  was  symmetrically  developed,  and 
that  my  operation  by  the  antero-posterior  incision  was  suita- 
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ble  only  where  there  was  anteflexion  with  unequal  develop- 
ment of  the  intra- vaginal  portion  of  the  cervix.  In  these 
cases  the  posterior  segment  of  the  cervix,  from  the  os  tin- 
cae  to  the  cul-de-sac,  is  often  two,  three,  and  occasionally 
four  times  as  long  as  the  anterior.  Sometimes  the  anterior 
segment  is  less  than  half  as  long  as  the  posterior,  being  as 
one  to  one  and  a  half.  When  they  are  as  one  to  one  and  a 
fourth  we  may  consider  the  development  of  the  cervix  as 
nearly  normal.  For  in  the  normal  cervix  the  posterior  por- 
tion is  slightly  in  excess  of  the  anterior. 

In  all  cases  of  anteflexion  with  the  intra-vaginal  portion 
of  the  cervix  unequally  developed,  the  os  never  points  di- 
rectly back  toward  the  posterior  wall  of  the  vagina.  It  al- 
ways looks  in  the  direction  of  its  long  axis,  and  points  to 
the  ostium  vaginae. 

It  is  sometimes  interesting  to  trace  the  steps  by  which 
important  results  are  attained,  especially  if  they  are  reached 
by  laborious  effort,  and  not  by  accident. 

In  the  early  days  of  Simpson's  operation  of  bi-lateral  in- 
cision, I  had  utterly  failed  with  it  in  cases  of  anteflexion, 
with  seeming  elongation  of  the  intra-vaginal  cervix. 

My  failures  slowly  brought  me  to  the  conclusion  to  am- 
putate the  cervix  in  these  cases,  and  after  the  healing  of  the 
stump  to  perform  Simpson's  operation  of  bilateral   incision. 

In  the  fall  of  1856  I  was  consulted  by  a  hospital  patient,  aged 
twenty-six,  married  five  years,  who  was  anxious  for  offspring. 
She  had  painful  menstruation  with  anteflexion,  and  a  small  os 
looking  in  the  direction  of  the  long  axis  of  the  vagina.  The  in- 
tra-vaginal portion  of  the  cervix  was  unequally  developed,  the 
posterior  segment  being  three  times  as  long  as  the  anterior. 

I  used  bougies  and  tents  for  some  time  fruitlessly,  and  then 
came  to  the  conclusion  to  amputate  the  cervix,  and  to  perform 
Simpson's  operation  of  bilateral  incision  afterwards. 

A  little  while  before  this  1  had  amputated  the  cervix  several 
times,  and  in  every  case  there  was  great  trouble  in  keeping  the 
OS  sufficiently  open,  and  in  one  case  sent  to  the  hospital  by  Pro- 
fessor Fordyce  Barker  it  was  impossible  to  keep  the  os  open. 
Aiter  repeated  incisions  of  the  cervix  bilaterally  it  invariably  closed 
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up,  and  remained  so.  To  avoid  all  danger  of  such  an  accident  in 
this  case  I  concluded  to  amputate  the  cer- 
vix at  two  sittings,  the  posterior  segment  at 
one,  and  the  anterior  at  another,  a  month 
or  so  later.  Accordingly  I  operated  on  this 
case,  assisted  by  Dr.  Emmet  and  Dr.  Scud- 
der,  then  house  surgeon  to  the  Woman's 
Hospital,  by  slitting  the  cervix  bilaterally 
with  scissors,  and  then  cutting  off  the  pos- 
terior portion  as  far  as  the  dotted  line  a, 
Fig.  6.  The  patient  went  home  after  the 
healing  of  the  wound,  promising  to  retui'n 
Fig.  6.  in  a  month  to  have  the  operation  repeated 

by  amputation  of  the  anterior  portion  of  the  cervix.  But  I  saw 
no  more  of  her  for  about  three  months.  She  then  came  to  re- 
port that  she  had  menstruated  without  pain  a  few  days  after 
leaving  the  hospital,  and  that  she  had  not  menstruated  since. 
On  examination  I  found  her  pregnant,  and  she  was  delivered 
by  Dr.  Scudder  at  full  term,  in  November,  1857. 

With  this  unexpected  success  I  at  once  abandoned  the 
idea  of  amputating  the  entire  cervix  in  these  cases,  and 
adopted  that  of  simply  amputating  the  posterior  segment  of 
it.  About  the  time  this  case  was  operated  on  I  happened 
to  have  another  very  similar  one  in  private  practice. 

She  was  thirty  years  old,  married  six  years,  and  sterile.  She 
was  regular  ;  menses  lasted  two  days,  followed  by  leucorrhea  and 
pruritus  which  was  most  distressing.  The  body  of  the  uterus 
was  in  a  normal  position.  The  os  tincae  was  very  small  and 
looked  in  the  direction  of  the  ostium  vaginae.  The  intra-vagi- 
nal  portion  of  the  cervix  was  unequally  developed.  The  an- 
terior lip  was  not  more  than  one  fourth  the  length  of  the  poste- 
rior. The  patient  had  been  under  treatment  for  three  months 
without  benefit.  Bougies,  sponge  tents,  and  cauterization  of  the 
cervical  canal  were  of  no  avail  against  the  leucorrhea  and  the 
pruritus,  and  at  last,  guided  by  the  success  of  the  case  just  re- 
lated, I  concluded  to  amputate  the  posterior  portion  of  the  cer- 
vix. Accordingly  the  cervix  was  split  bilaterally,  as  before, 
down  to  the  dotted  line,  a.  Fig.  6,  and  the  posterior  segment 
amputated  at  the  dotted  line.     The  leucorrhea  and  the  attend 
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ing  pruritus  were  soon  cured  and  in  six  or  eight  months  after- 
wards conception  occurred. 

This  operation  was  done  in  April,  1857,  with  the  assist- 
ance of  Dr.  Emmet  and  Dr.  Silas  D.  Scudder. 

These  two  cases  occurred  within  a  few  months  of  each 
other.  It  is  remarkable  that  conception  took  place  in  each 
soon  after  the  amputation  of  the  posterior  half  of  the  cer- 
vix. This  method  of  operation  was  then  adopted  as  the 
one  to  be  followed  in  all  similar  cases. 

The  next  step  of  improvement  in  this  operation  was  made 
in  this  way  : — 

In  1859  Dr.  Orr,  of  Goshen,  N.  Y.,  sent  a  young  woman  to  the 
Woman's  Hospital  who  was  a  great  sufferer  with  dysmenorrhea. 
She  had  marked  stenosis  of  the  os  and  cervix  uteri,  and  ante- 
flexion with  unusual  elongation  of  the  intra-vaginal  portion  of 
the  cervix.  The  flexure  was  near  the  point  of  the  vaginal  in- 
sertion, and  so  abrupt  that  a  small  sound  was  passed  with  diffi- 
culty to  the  cavity  of  the  uterus. 

On  the  first  examination  I  determined  to  amputate  the  poste- 
rior segment  of  the  cervix,  as  I  had  done  in  the  two  cases  just 
related,  but  on  a  second  and  more  minute  examination  I  discov- 
ered that  the  posterior  segment  of  the  cervix  was  unusually  thin, 
—  that  it  was  almost  membranous,  not  more  than  one  quarter  as 
thick  as  the  anterior  segment.  This  fact  suggested  two  ideas  to 
me  :  one  to  puncture  the  cervical  canal  at  «,  Fig.  6,  and  then  to 
enlarge  the  puncture  by  transverse  incision,  so  as  to  make  an 
artificial  second  os  tincae  just  under  the  point  of  flexure  in  the 
cervix ;  the  other  was  to  split  the  posterior  lip  in  a  straight  line 
backwards  from  the  os  tincae  to  the  insertion  of  the  vagina,  in- 
stead of  amputating  it,  as  I  had  intended  to  do.  The  latter  was 
adopted  as  being  easier  of  execution,  and  probably  safer.  This 
was  done  with  scissors,  and  the  incision  was  dressed  with  cotton- 
wool wet  with  a  saturated  solution  of  alum.  She  returned  home 
after  her  next  menstruation,  greatly  improved  by  the  operation. 

From  this  time  this  plan  of  splitting  the  posterior  lip, 
back  to  the  insertion  of  the  vagina  on  the  cervix,  was 
adopted,  as  being  a  less  serious  operation  than  that  of  am- 
putating it.  In  i860  and  1861  another  step  was  taken  in 
improving  this  method  of  operating.     Three  cases  occurred 
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in  hospital  and  private  practice  in  which  the  incision  of  the 

cervix  backwards  failed  to  give 
the  desired  relief,  because  the  ob- 
struction was  higher  up  the  cer- 
vical canal,  at  the  point  of  acute 
flexion  at  the  os  internum.  There 
it  became  necessary  to  incise  the 
chief  point  of  stenosis  at  the  os 
internum,  which  was  done  by  pass- 
ing the  blade  of  the  knife  through 
^^^-  7-  it  to  the  cavity  of  the  uterus,  and 

then  cutting  anteriorly  as  it  was  withdrawn.  Fig.  7,  dotted 
line  a,  shows  the  extent  to  which  the  posterior  lip  was  split 
backwards.  The  dotted  line  b  shows  the  point  at  which 
the  incision  was  made,  anteriorly,  at  the  os  internum.  I 
hope  to  be  excused  for  reiterating  the  steps  by  which  this 
method  of  operating  was  worked  out, 

1.  Simpson's  operation  of  bilateral  incision  failing  in 
cases  of  anteflexion  with  unequal  development  of  the  intra- 
vaginal  cervix,  I  had  the  idea  of  amputating  and  of  per- 
forming Simpson's  operation  afterwards. 

2.  Fearing  that  amputation  of  the  cervix  at  one  operation 
would  predispose  to  abnormal  contraction  of  the  os,  I  con- 
cluded to  amputate  it  at  two  sittings,  half  at  one  time,  the 
other  half  a  month  later. 

3.  Amputating  the  posterior  half  in  one  case,  conception 
occurred  before  the  other  half  was  amputated. 

4.  Seeing  this  unexpected  result,  I  performed  the  same 
operation  in  the  same  way  in  a  second  case.  Conception 
occurred  soon  afterwards,  and  then  this  method  of  operat- 
ing in  these  cases  became  the  rule. 

5;  A  case  presented  later  in  which  the  posterior  segment 
of  the  cervix  was  very  thin,  almost  membranous,  and  this 
suggested  the  idea  of  splitting  it  backwards  instead  of  am- 
putating. 

6.  Splitting  the  posterior  lip  backwards  failing  to  relieve 
some  cases,  it  then  became  necessary  to  incise  the  point  of 
obstruction  anteriorly  higher  up  the  canal. 
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It  may  appear  odd  that  I  attach  so  much  importance  to 
the  historic  account  of  the  steps  by  which  this  operation 
was  evolved.  But  I  have  an  object  in  it.  I  wish  to  show 
by  facts  and  dates  and  circumstances  that  this  is  my  own 
work,  that  it  is  my  operation,  and  that  I  have  the  right  to 
claim  it  as  Sims's  operation  in  contradistinction  to  the  one 
known  as  Simpson's  operation  for  stenosis  of  the  cervix 
uteri. 

In  June,  1876,  Dr.  Peaslee  read  a  paper  before  the  New 
York  Academy  of  Medicine  in  which  he  sought  to  prove 
that  the  bilateral  incision  of  the  cervix  uteri  was  essentially 
my  operation. 

I  have  already  shown  that  this  is  Simpson's  operation,  it 
matters  not  whether  it  be  done  with  Simpson's,  Green- 
halgh's.  Savage's,  or  Routh's  metrotome,  with  Barnes's 
scissors,  or  with  my  knife.  A  systematic  effort  having 
been  made  to  rob  me  of  my  own  operation  by  trying  to 
attach  my  name  to  another  justifies  me  in  defending  my 
claims  to  the  operation  that  I  reasoned  out  and  worked  out, 
and  to  which  I  wish  my  name  to  be  attached. 

The  operation  of  bilateral  incision  of  the  cervix  for  ste- 
nosis belongs  to  Simpson,  and  to  no  one  else.  The  opera- 
tion of  antero-posterior  section  of  the  cervix  for  stenosis  in 
anteflexion  belongs  to  me,  and  to  no  one  else. 

The  profession  will  not,  I  am  sure,  consider  me  immod- 
est in  claiming  my  own  when  efforts  are  made  by  men  in 
the  highest  position  to  rob  me  of  it. 

In  a  paper  read  by  Dr.  Emmet  ^  before  this  society,  in 
1876,  he  says,  "A  large  hospital  experience  led  Dr.  Sims 
some  years  ago  to  abandon  all  methods  as  unsafe  and  nega- 
tive in  result,  for  the  relief  of  this  condition,  except  the  in- 
cision of  the  neck  as  proposed  by  Dr.  Simpson.  My  expe- 
rience has  fully  corroborated  his  teaching.  We  agree  per- 
fectly in  principle,  and  only  differ  in  the  method  by  which 
it  should  be  done.  His  ingenuity  suggested  an  incision  of 
the  posterior  lip  directly  backward  in  the  median  line,  but 
after  a  few  operations  he  abandoned  this  method  as  unsat- 
^  Tr.  Am.  Gynec.  Soc,  vol.  i.,  1876,  p.  71. 
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isfactory."  In  this  statement  I  must  frankly  say  that  Dr. 
Emmet  is  mistaken,  and  he  has  thereby  misled  Dr.  Peas- 
lee,  who  represented  that  my  name  should  be  attached  to 
Simpson's  operation  of  bilateral  incision. 

To  show  this  I  have  only  to  quote  Dr.  Peaslee's  words  in 
opening  the  discussion  before  this  Society  on  the  paper  of 
Dr.  Emmet  above  alluded  to. 

Dr.  Peaslee  said,^  "  With  regard  to  the  paper  read  by  Dr. 
Emmet  I  have  only  to  say  that,  excepting  the  statistics, 
which  of  course  are  to  be  accepted  as  correct,  I  adopt  every 
word  of  it ;  i.  e.,  in  all  its  practical  bearings.  I  am  very 
happy  in  having  an  opportunity  of  saying  this  here,  be- 
cause I  have  been  misunderstood,  perhaps,  by  a  few  mem- 
bers of  this  society,  with  regard  to  my  ideas  upon  this  sub- 
ject. In  the  paper  to  which  you  do  me  the  honor  to  allude, 
I  was  supposed  by  some  to  take  the  ground  that  posterior 
discission  of  the  cervix  uteri  should  never  be  performed  in 
any  form  of  flexion,  though  I  made  in  it  the  following  defi- 
nite statement,  which  I  take  the  liberty  of  repeating,  because 
I  consider  this  practice  of  great  importance  and  value ;  but 
I  may  here  add,  as  I  should  have  added  at  the  time  I  read 
the  paper,  that  I  consider  Dr.  Emmet  is  entitled  to  the  full 
credit  of  it :  'I  know  of  no  condition  in  which  Dr.  Sims's 
operation  should  be  recommended.'"  Dr.  Peaslee  further 
says  :  "  This  operation  (posterior  section)  was  first  per- 
formed by  Dr.  Sims,  but  he  became  so  dissatisfied  with  it 
that  he  entirely  discarded  it  ;  then  Dr.  Emmet  took  it  up, 
and  has  shown  its  great  value." 

All  this  information  in  regard  to  this  operation  was  given 
to  Dr.  Peaslee  by  Dr.  Emmet,  and  he  was  in  error.  My 
"Uterine  Surgery,"  published  in  1866,  shows  conclusively 
that  Dr.  Emmet  has  been  laboring  under  a  mistake.  The 
difference  between  us  is  this  :  I  discriminate  between  the 
cases  which  need  my  operation  of  posterior  section  and 
those  which  require  Simpson's,  of  bilateral  incision,  while 
he  performs  my  operation  in  all  cases  alike,  whether  there 
be  flexion  or  not. 

1  Gynec.  Tr.,  vol.  i.,  81. 
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The  first  part  of  this  paper  having  been  devoted  to 
Simpson's  operation  of  bilateral  incision  for  stenosis  of 
the  cervix  uteri,  the  remainder  will  be  given  to  the  consid- 
eration of  my  operation  of  antero-posterior  section  for  the 
same. 

Let  us  then  suppose  a  case.  A  young  woman,  twenty-five 
years  old  more  or  less,  has  had  painful  menstruation  for  a  long 
time,  perhaps  ever  since  she  first  became  regular.  With  it  slie 
has  nausea  and  sometimes  vomiting.  She  is  obliged  to  keep  her 
bed  for  fifteen  or  twenty  hours,  or  more,  to  take  hot  gin  toddies 
and  anodynes,  and  to  apply  hot  fomentations  before  she  gets  any 
sort  of  relief.  She  has  already  had  the  best  medical  advice. 
All  ordinary  medication  has  failed  to  relieve  her.  Even  bougies 
and  sponge  tents  have  not  been  followed  by  any  permanent  re- 
lief. We  may  then  feel  pretty  sure  that  the  case  is  purely  surgi- 
cal, and  to  be  relieved  only  by  surgical  means.  On  examination 
by  the  touch  we  find  anteflexion,  the  fundus  uteri  leaning  toward 
the  symphysis  pubis,  while  the  os  tincae  points  in  the  direction 
of  the  ostium  vagina.  The  os  is  small.  The  cervix  is  un- 
equally developed,  its  posterior  segment  being  two  or  three 
times  as  long  as  the  anterior.  All  this  is  ascertained  by  the 
touch  alone.  We  need  no  probe  and  no  speculum  to  determine 
the  size,  position,  and  relations  of  the  uterus.  It  is  done  entirely 
by  the  bimanual  method  of  examination, —  a  method  taught  by  me 
at  the  Woman's  Hospital,  since  its  foundation,  and  described  in 
my  "Uterine  Surgery"  in  1866,  and  now  practised  everywhere. 
The  index  finger  of  the  left  hand  is  passed  to  the  os  tincae,  while 
the  patient  is  lying  on  the  back.  This  is  found  to  be  pointing  in 
the  direction  of  the  long  axis  of  the  vagina.  The  finger  is  then 
pushed  on  into  the  posterior  cul-de-sac  of  the  vagina,  to  deter- 
mine if  this  pointing  of  the  os  tincae  anteriorly  is  due  to  a  retro- 
version of  the  uterus  or  not.  If  so,  then  the  body  of  the  uterus 
will  be  felt  through  the  cul-de-sac  in  Douglas'  pouch.  If  we  are 
in  doubt  whether  the  body  of  the  uterus  is  there  or  not,  then  we 
press  the  abdominal  walls  with  the  extended  fingers  of  the  right 
hand  forcibly  downwards  in  the  direction  of  Douglas'  pouch,  while 
the  index  finger  of  the  left  hand  is  still  resting  behind  the  cervix 
in  the  posterior  vaginal  cul-de-sac.  If  the  uterus  is  retroverted 
then  it  will  be  felt  between  the  index  finger  in  the  posterior  vagi- 
nal cul-de-sac  and  the  points  of  the  fingers  externally  pressing 
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the  walls  of  the  abdomen  back  in  the  direction  of  Douglas' 
pouch.  But  if  it  is  not  retroverted,  these  two  opposing  forces 
may  be  brought  so  near  together  that  there  is  nothing  interven- 
ing between  but  the  thickness  of  the  abdominal  walls  and  the 
cul-de-sac  of  the  vagina.  If  the  uterus  be  not  retroverted,  then 
we  bring  the  index  finger  to  the  anterior  cul-de-sac,  and  pushing 
it  upward  at  the  same  time  that  counter-pressure  is  made  exter- 
nally by  the  right  hand,  we  are  sure  to  find  the  body  of  the 
uterus  between  these  two  opposing  forces  of  the  two  hands  if  it 
be  anteverted.  Thus  there  is  no  necessity  for  the  use  of  the 
sound  to  diagnosticate  the  size  and  position  of  the  uterus  in  sim- 
ple cases  of  this  sort. 

When  we  thus  find  the  body  of  the  uterus  leaning  forward  in 
the  direction  of  the  symphysis  pubis,  and  the  os  tincae  pointing  in 
the  direction  of  the  ostium  vaginae,  we  have  a  typical  case  of  ante- 
flexion with  unequal  development  of  the  intra-vaginal  portion  of 
the  cervix,  the  posterior  segment  of  the  cervix  being  two  or  three 
times  as  long  as  the  anterior.  These  are  the  cases  in  which 
Simpson's  operation  of  bilateral  incision  fails,  because  it  does 
not  remove  the  obstruction  due  to  mere  flexure  ;  it  does  not 
straighten  the  canal ;  it  does  not  deepen  it,  so  to  speak,  antero-pos- 
teriorly,  although  it  widens  it  laterally.  But  this  is  just  the  case 
in  which  my  operation  by  the  antero-posterior  section  is  required. 

Having  determined  that  the  case  is  one  for  this  method  of  in- 
cising the  cervix,  the  patient,  when  etherized,  is  placed  in  the 
left  lateral  semi-prone  position,  the  speculum  is  introduced,  and 
the  OS  tincae  hooked  with  the  tenaculum  and  pulled  gently  down 
to  the  ostium  vaginae.  Being  held  firmly  in  this  position,  the 
straight  blade  of  my  uterotome,  set  in  the  handle  to  cut  back- 
ward, is  passed  into  the  cervical  canal  until  the  point  enters  the 
uterine  cavity,  and  then  with  a  gentle  cutting  motion  the  poste- 
rior portion  of  the  cervix  is  split  in  a  straight  line,  back  from 
the  OS  tincae  nearly  to  the  insertion  of  the  vagina.  The  knife  is 
then  withdrawn,  the  blade  is  turned  in  the  handle,  so  as  to  cut 
anteriorly,  and  again  passed  into  the  canal  of  the  cervix  as  be- 
fore, and,  in  withdrawing  it,  the  obstruction  at  the  point  of  great- 
est flexure  at  the  os  internum  is  incised  anteriorly.  The  blood 
is  sponged  away,  and  the  trivalve  dilator  is  used  as  directed  in 
Simpson's  operation  of  bilateral  incision.  The  cervical  plug  is 
then  introduced,  and  the  dressing  and  after-treatment  are  the 
same  as  before  described. 
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I  was  formerly  in  the  habit  of  splitting  the  posterior  por- 
tion of  the  cervix  backward  with  scissors.  But  as  we  are 
obliged  to  use  the  knife  to  incise  parts  too  deep  for  the  scis- 
sors, it  is  as  well  to  do  all  the  cutting  at  once  with  the  knife. 
The  incision  anteriorly  at  the  os  internum  is  not  always  as 
easy  as  here  represented.  Sometimes  the  flexure  at  the  os 
internum  is  so  abrupt  that  it  is  impossible  to  pass  the  blade 
of  the  knife  through  it. 

In  1868  I  was  consulted  by  a  medical  man  in  New  York  on 
account  of  his  wife's  dysmenorrhea.  She  was  twenty-six  years 
old,  had  been  married  six  years,  and  was  sterile.  She  had  suf- 
fered from  painful  menstruation  ever  since  her  seventeenth  year. 
For  the  first  twenty-four  hours  of  the  flow  she  kept  her  bed  in 
great  agony,  resorting  to  the  usual  remedies,  hot  gin,  anodynes, 
and  hot  fomentations,  with  but  little  benefit. 

The  anteflexion  was  ver}^  marked,  the  fundus  uteri  and  the  os 
tincae  both  looking  forward.  The  os  tincae  was  very  small,  and 
the  cervical  canal,  contracted  through  its  whole  length,  was 
acutely  flexed  at  the  os  internum.  The  posterior  segment  of  the 
infra-vaginal  cervix  was  three  times  as  long  as  the  anterior.  It 
was  just  the  case  for  my  operation  of  antero-posterior  incision. 

I  called  Dr.  J.  C.  Nott  in  consultation,  and  he  agreed  with  me 
that  the  only  hope  of  relieving  the  painful  menstruation,  and  of 
curing  the  sterile  condition,  was  by  operation.  The  posterior 
incision,  an  inch  long,  was  made  from  the  os  tincse  back  to  the 
cul-de-sac  of  the  vagina.  But  I  could  not  pass  the  blade  of  the 
knife  through  the  point  of  flexure  at  the  os  internum. 

A  small  sound  acutely  flexed  near  its  extremity  could  be  in- 
troduced into  the  cavity  of  the  uterus,  but  it  was  impossible  to 
pass  the  blade  of  the  knife  by  the  side  of  the  sound,  as  I  had 
done  in  similar  cases  before.  After  a  reasonable  degree  of  vain 
effort  we  were  compelled  to  abandon  the  operation  for  the  time 
being. 

I  then  had  a  curved  director  made,  and  after  the  next  men- 
struation we  operated  again.  The  posterior  section  had  par- 
tially closed  up,  and  was  again  enlarged  to  the  required  extent. 
The  curved  director  was  passed  to  the  fundus  uteri ;  the  blade 
of  the  knife  was  then  passed  along  the  groove  in  the  director  to 
the  cavity  of  the  uterus  ;  the  director  was  then  removed,  leaving 
the  blade  free,  and  the  obstructing  point  of  flexure  was  incised 
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in  withdrawing  the  knife.  The  canal  was  then  plugged  with  a 
cone  of  iron  cotton-wool,  as  was  then  my  custom,  and  the  vagina 
properly  tamponed. 

The  next  menstruation  was  easy,  and  in  twelve  months  after- 
wards our  patient  gave  birth  to  a  child. 

Several  times  since  then  I  have  had  occasion  to  use  the 
grooved  director  as  a  guide  for  the  blade  of  the  knife  in 
cases  of  very  acute  anteflexion,  and  it  has  become  indispen- 
sable in  my  operating  case.  Now  and  then  w^e  meet  vi^ith 
cases  of  anteflexion  where  the  flexure  is  still  more  pro- 
nounced than  in  the  case  just  detailed  ;  where  it  is  so  ab- 
rupt that  the  body  and  neck  of  the  uterus  lie  almost  paral- 
lel, with  nothing  intervening  but  the  thickness  of  the  vesi- 

co-vaginal  septum, 
as  shown  in  Fig.  8. 
The  fundus  and  the 
OS  tincae  seem  both 
to  point  in  the  di- 
rection of  the  vagi- 
nal outlet. 

The  index  finger 
carried  to  the  ante- 
rior cul-de-sac,  and 
pushed  between  the 
cervix  and  the  fun- 
dus, feels  the  uterus 
flexed  over  its  end. 


Fig.  8. 


The  upper  or  outer  border  of  the  finger  touches  the  ante- 
rior face  of  the  uterus  above  at  the  same  time  that  its  in- 
ner border  is  closely  pressed  by  the  anterior  portion  of  the 
cervix  below.  In  such  cases  the  os  is  always  small  and  the 
cervical  canal  always  abnormally  narrow  along  its  whole 
course.  These  very  bad  cases  are  often  remedied  promptly 
by  the  appropriate  surgical  operation.  After  the  posterior 
section  a,  Fig.  8,  is  made  in  a  case  like  this,  the  cervix  is 
held  on  the  stretch  with  the  tenaculum,  while  the  grooved 
director  is  passed  along  the  cervical  canal,  which  in  a  meas- 
ure straightens  it  out,  when  the  blade  of  the  knife  is  passed, 
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and  the  incision  is  made,  anteriorly,  at  b,  as  in  an  ordinary 
case  of  anteflexion,  and  the  after-treatment  is  to  be  the 
same. 

We  frequently  meet  with  cases  of  anteflexion  with  retro- 
version. The  uterus  is  flexed  anteriorly,  and  yet  the  whole 
organ  falls  backward  in  a  line  with  the  long  axis  of  the  va- 
gina. Dr.  Graily  Hewitt  has  called  our  attention  particu- 
larly to  this  complication.  The  flexure  is  organic  ;  the  re- 
troversion a  mere  accident.  The  first  may  require  surgical 
treatment  ;  the  second,  mechanical. 

Fig.  9  represents  a  case  of  anteflexion  with  retrover- 
sion. The  bimanual 
method  of  examination 
is  alone  sufficient  for 
the  diagnosis.  The  os 
tincse  does  not  look 
in  the  direction  of  the 
ostium  vaginae,  but  up 
toward  the  basfond  of 
the  bladder,  and  rather 
in  the  direction  of  the  upper  border  of  the  symphysis  pubis, 
while  the  curvature  looks  toward  the  umbilicus  instead  of 
the  pubes. 

By  pushing  the  cervix  back  toward  the  posterior  cul-de- 
sac  with  the  end  of  the  left  index  finger,  the  fundus  rolls  for- 
ward ;  then  by  quickly  passing  the  finger  into  the  anterior 
cul-de-sac  it  is  easy  by  bimanual  pressure  to  distinguish  the 
anterior  face  of  the  body  of  the  uterus,  just  as  we  would  in 
a  common  case  of  anteflexion  without  retroversion.  By 
pushing  the  cervix  backward  we  simply  convert  the  retro- 
version into  an  ordinary  case  of  anteflexion. 

The  same  operation  of  posterior  section  a,  and  of  ante- 
rior incision  b,  Fig.  9,  is  indicated  here  as  in  an  ordinary 
case  of  anteflexion  with  unequally  developed  cervix.  After 
the  patient  has  entirely  recovered  from  the  effects  of  the 
operation,  it  will  be  necessary  to  replace  the  uterus  and 
adjust  a  Hodge  pessary,  or  some  modification  of  it,  to  hold 
the  organ  in  its  normal  position. 


Fig.  9. 
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There  is  a  class  of  cases  of  anteflexion  in  which  we  may 
be  in  doubt  whether  to  perform  Simpson's  operation  or 
mine,  —  whether  to  make  the  bilateral  incision  or  the  ante- 
ro-posterior  section.  The  uterus  may  be  in  a  normal  posi- 
tion. The  body  may  be  inclined  a  little  forward,  and  so 
may  the  os  tincae.  But  the  os  does  not  look  in  the  direction 
of  the  ostium  vaginae,  nor  does  it  look  directly  toward  the 
posterior  wall  of  the  vagina,  but  it  points  between  these 
two  at  an  angle  of  forty-five  degrees. 

Fig.  10  illustrates  what  I  mean.  The  dotted  line  a  rep- 
resents the  long  axis  of  the  vagina, 
b  the  direction  of  the  os  when  it 
points  to  the  posterior  wall  of  the 
vagina,  c  the  direction  in  which  the 
OS  points  in  this  case,  being  at  about 
an  angle  of  forty-five  degrees  with 
the  longitudinal  and  vertical  axes  of 
the  vagina.  Now  in  a  case  of  this 
sort  the  posterior  segment  of  the 
cervix  is  generally  thick  and  fibrous, 
endowed  with  but  little  elasticity, 
and,  make  the  incisions  as  we  may, 
whether  bilateral  or  posterior,  we 
often  wish  afterwards  that  we  had 
made  it  differently  ;  for  the  contraction  of  the  incision  dur- 
ing cicatrization  often  renders  the  operation  unsatisfactory, 
and  we  are  apt  to  think  it  would  have  been  better  if  we 
had  chosen  the  other  method.  Whenever  we  are  in  doubt 
whether  to  incise  the  os,  in  such  a  case  as  this,  by  Simp- 
son's method  or  by  mine,  I  think  it  will  be  better,  as  a  rule, 
to  take  Simpson's.  Dr.  Emmet,  however,  always  does  it  by 
my  method.  Indeed,  I  believe  he  never  performs  the  oper- 
ation any  other  way  than  by  my  method  of  posterior  incis- 
ion, under  any  and  all  circumstances.  In  all  these  opera- 
tions on  the  cervix  uteri,  whether  by  Simpson's  method  or 
by  mine,  there  is  great  tendency  to  contract  again  during 
the  healing  process. 
The  same  laws  of  contraction  in  cicatrization  apply  here 


Fig.  io. 
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as  in  all  other  parts  of  the  body.  Indeed,  they  are  illustra- 
ted here  in  a  marked  degree.  In  the  bilateral  operation 
the  contraction,  as  a  general  rule,  amounts  to  one  third  of 
the  original  incision  at  the  end  of  three  months,  and  at  the 
end  of  a  year  to  one  half. 

In  illustration,  suppose  we  cut  the  os  across  from  side 
to  side  for  three  quarters  of  an  inch.  It  would  contract 
one  third  in  two  or  three  months  (to  half  an  inch)  and  in 
twelve  months  one  half,  or  to  three  eighths  of  an  inch. 
But  as  we  never  cut  bilaterally  more  than  five  eighths  of  an 
inch,  in  the  contraction  the  healing  process  will  be  in  pro- 
portion to  the  length  of  incision,  —  therefore  less  than 
three  eighths  of  an  inch. 

Fig.  1 1  represents  a  bilateral  incision  of  the  os  :  av,  the 
incisions ;  dotted  line  c,  the  size  of 
os  twelve  months  after  operation. 
If  the  cervix  has  been  the  seat  of 
previous  inflammation,  if  it  has  been 
much  cauterized  with  nitrate  of  sil- 
ver or  potassa  cum  calce,  then  the 
probabilities  are  that  the  os  will  con- 
tract down  to  its  original  size,  and 
all  traces  of  the  operation  disappear 
entirely  in  a  few  months. 

However  much  the  bilateral  incision  is  disposed  to  con- 
tract in  the  healing  process,  the  posterior  section  will  con- 
tract relatively  more  in  the  same  length  of  time,  and  under 
the  same  circumstances.  In  the  transverse  or  bilateral  in- 
cision there  is  a  possibility  of  cutting  so  extensively  as  to 
produce  a  permanent  deformity  of  the  os  by  eversion  of 
the  lips  and  protrusion  of  the  cervical  mucous  membrane. 
This  has  often  followed  the  operation  when  done  with  the 
metrotome  cach^,  but  not  when  done  as  I  have  directed. 
By  the  posterior  section,  in  a  suitable  case,  no  harm  can 
arise  from  a  free  incision.  I  have  often  made  the  posterior 
incision  an  inch  long  from  the  os  tincae  through  the  poste- 
rior segment  back  to  the  vaginal  junction,  and  in  two  or 
three  months  it  always  contracts  down  to  half  an  inch. 


Fig.  II. 
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When  the  posterior  section  is  made  in  such  a  case  as  is 
represented  in  Fig.  lo,  where  the  posterior  lip  is  thick  and 
strong  and  fibrous,  often  nearly  twice  as  thick  as  the  ante- 
rior, the  chances  are  against  its  remaining  permanently 
open.  But  if  the  posterior  lip  be  thin,  not  much  more 
than  half  as  thick  as  the  anterior  (Fig.  12),  then  the  best 
way  to  operate  is  by  the  posterior 
section.  The  thicker  the  posterior 
lip  the  more  it  will  contract,  the 
thinner  the  less  it  will  contract,  in 
healing.  When  the  cervix  is  in- 
durated and  of  fibrous  hardness, 
whether  hypertrophied  or  not,  it  is 
always  difficult  to  render  the  os  per- 
manently patulous  by  any  operation 
whatever.  It  then  partakes  of  the 
nature  of  nodular  tissue,  and  con- 
^^'  ^^'  tracts   like    the    cicatrix   of   a  deep 

burn.    Cut  it  open  and  it  gradually  heals  up  again.    Stretch 
it  and  it  immediately  contracts  to  its  original  size. 

We  sometimes  have  a  marked  anteflexion  with  a  per- 
fectly normal  cervix.  The  flexure  is  then  at  the  os  inter- 
num, at  the  juncture  of  the  cervix  with  the  body  of  the 
uterus.  In  all  these  cases  requiring  operation,  the  bilat- 
eral incision  is  first  to  be  made,  and  then  the  blade  of  the 
knife  is  to  be  passed  through  the  cervical  canal,  and  the 
obstructing  point  at  the  os  internum  is  to  be  incised  an- 
teriorly, just  as  we  do  in  anteflexion  with  unequal  devel- 
opment of  the  intra-vaginal  cervix. 

In  1862  Sir  Joseph  Olliffe  asked  me  to  see  a  case  of  this  sort 
with  him  in  Paris.  I  found  the  fundus  uteri  lying  just  behind 
the  inner  face  of  the  symphysis  pubis,  with  quite  a  sharp  flexure 
at  the  OS  internum.  The  sound  could  be  easily  passed  to  the  os 
internum,  when  it  met  with  an  unyielding  band  barrier.  The 
sound  was  very  small,  but  it  would  not  pass,  and  I  was  obliged 
to  have  a  smaller  one  made,  quite  probe-like,  just  to  suit  the 
case,  and  even  this  could  not  be  passed  with  the  patient  on  the 
back.     But  by  placing  our  patient  in  the  left  lateral  semi-prone 
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position,  using  the  Sims  speculum,  and  pulling  down  the  cervix 
with  the  tenaculum,  the  sound  was  passed  into  the  uterine  cavity 
through  a  dense,  inelastic  ring  of 
fibrous  or  gristly  tissue,  which  re- 
sisted not  only  the  ingress  but  the 
egress  of  the  olive-shaped  point 
of  the  probe.  The  os  tincae  was 
small  and  the  cervical  canal  nar- 
row, but  the  chief  point  of  stenosis 
was  at  the  point  of  flexure  at  the 
OS  internum. 

As    the   cervix   projected    into 
the  vagina   symmetrically,   it  was  ^ 

incised  bilaterally  up  to  the  os  in- 
ternum.    When  we  incised  anteriorly  the  gristly  band  of  obstruc- 
tion at  the  OS  internum  the  knife  made  the  peculiar  creaking  noise 
such  as  we  experience  in  cutting  cartilage. 


Anteflexion,  pure  and  simple,  at  the  juncture  of  the  cervix 
and  the  body  of  the  uterus  is  often  associated  with  a  nor- 
mally developed  intra-vaginal  cervix  ;  when  this  is  the  case 
the  cervix  is  always  to  be  incised  bilaterally  up  to  the  os 
internum,  and  then  the  blade  of  the  knife  is  to  be  turned 
so  as  to  cut  anteriorly,  and  passed  into  the  cavity  of  the 
uterus,  and  the  os  internum  is  to  be  incised  anteriorly  as  at 
a,  Fig.  12. 

In  many  cases  of  anteflexion  at  the  os  internum  an  ordi- 
nary uterine  sound  can  be  passed  with  tolerable  ease  to  the 
cavity  of  the  uterus ;  yet  just  at  the  os  internum  there  is  a 
valvular  fibro-membranous  obstruction  that  must  be  over- 
come before  the  case  can  be  cured. 

I  have  seen  many  cases  of  this  sort,  where  the  compara- 
tively easy  introduction  of  the  sound  seemingly  justified 
the  conclusion  that  there  was  nothing  requiring  surgical 
treatment,  and  I  have  in  a  few  minutes  convinced  the  most 
skeptical  observer  of  the  fallacy  of  this  opinion.  These 
cases  always  have  flexure  at  the  os  internum,  which  may  or 
may  not  be  associated  with  flexure  of  the  intra-vaginal  cer- 
vix.    How  are  we  to  determine  the  presence  and  seat  of 

VOL.    III.  6 


82         TREATMENT  OF  STENOSIS  OF  CERVIX   UTERI. 

this  obstruction  at  the  os  internum  when  the  uterine  sound 
passes  through  it  with  comparative  ease  ?     In  this  way  :  — 

Place  the  patient  in  the  left  lateral  semi-prone  position, 
introduce  the  Sims  speculum,  seize  the  os  tincse  with  the 
tenaculum,  draw  the  cervix  forward  near  the  ostium  vaginae, 
hold  it  steadily,  immovably,  and  then  pass  the  sound,  sharp- 
ly curved,  the  curvature  being  about  an  inch  and  a  quarter 
from  the  point.  In  withdrawing  it  do  not  depress  the  han- 
dle so  as  to  make  it  move  in  the  arc  of  the  uterine  curve, 
but  pull  it  out  in  a  straight  line,  and  as  soon  as  the  point  of 
the  sound  arrives  at  the  obstructing  band,  it  will,  at  first, 
be  arrested,  and  then  jump  suddenly  over  the  obstructing 
band.  By  running  the  sound,  which  now  becomes  a  real 
probe,  back  and  forth  over  this  band,  we  can  measure  its 
width  and  density  by  the  sensation  communicated  to  the 
touch.  Let  me  repeat  that  to  demonstrate  this  fact  satis- 
factorily the  examination  is  to  be  made  only  with  the  pa- 
tient in  the  left  lateral  semi-prone  position,  with  the  uterus 
held  firmly  by  the  tenaculum,  while  the  sound  is  passed 
back  and  forth  in  a  straight  line.  In  incising  the  band 
anteriorly,  which  produces  the  stenosis  at  the  os  internum, 
we  often  realize  by  the  resistance  and  the  creaking  noise 
that  we  are  cutting  through  a  densely  organized  fibrous 
structure. 

It  might  be  supposed  that  it  would  be  unnecessary  to 
operate  on  a  case  like  this,  where  an  ordinary  sound  passes 
with  tolerable  ease  along  the  cervical  canal,  but  experience 
proves  the  fallacy  of  this  supposition.  Otis,  Gouley,  and 
others  who  are  accepted  as  authorities  on  diseases  of  the 
genito-urinary  organs,  have  demonstrated  the  fact  that  a 
stricture  of  large  calibre  will  often  produce,  by  reflex  ac- 
tion, all  the  distressing  bladder  symptoms  that  belong  to 
strictures  of  small  calibre,  and  that  the  one  can  be  relieved 
only  by  the  same  means  necessary  for  the  relief  of  the 
other. 

I  well  remember  a  case  of  this  sort  in  a  gentleman  fifty-five 
years  old,  who  had  cystitis,  with  frequent  urination  and  other  dis- 
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tressing  bladder  symptoms,  in  whom,  on  examination,  Dr.  Otis 
found  a  stricture  of  large  calibre  near  the  outlet  of  the  urethra, 
and  nothing  else  to  account  for  all  the  suffering.  It  required  the 
practised  touch  of  experience  to  find  it.  I  certainly  never  would 
have  found  it  if  it  had  not  been  pointed  out  to  me.  An  incision 
of  the  stricture  promptly  relieved  the  sufferings  of  the  patient, 
and  then  I  was  obliged  to  acknowledge  the  agency  of  the  stric- 
ture in  producing  the  bladder  trouble.  Such  cases  are  by  no 
means  rare. 

Chronic  gleet  often  depends  upon  obscure  strictures  of 
large  calibre  that  have  been  overlooked,  and  is  remedied 
only  by  relieving  the  stricture.  And  so  it  is  with  mechan- 
ical obstruction  of  the  utero-cervical  canal.  A  stenosis  due 
to  a  fibro-membranous  band  at  the  os  internum,  through 
which  a  medium-sized  sound  may  pass  with  tolerable  ease, 
may  give  rise  to  as  much  suffering  as  if  it  were  more  con- 
tracted, and  will  require  the  same  method  of  treatment. 

It  has  been  generally  believed  that  the  easy  passage  of  a 
medium-sized  sound  into  the  cavity  of  the  uterus  was  proof 
positive  that  there  was  no  need  of  surgical  interference. 
The  fallacy  of  such  belief  is  shown  by  the  foregoing,  and 
the  experience  of  gynecologists  contradicts  it.  And  here 
is  another  contradiction  of  the  opinion  so  universally  adopted 
by  general  practitioners  :  a  medium-sized  sound,  properly 
curved,  may  pass  with  great  facility  along  the  cervical  canal 
in  a  case  of  anteflexion  with  unequal  development  of  the 
intra-vaginal  cervix.  And  here  the  stenosis  is  not  due  to 
abnormal  contraction  at  any  given  point  in  the  course  of 
the  canal,  but  to  obstruction  by  curvature,  which  brings  the 
anterior  and  posterior  surfaces  of  the  cervical  canal  into 
close  apposition,  and  thus  opposes  a  more  complete  barrier 
to  ingress  and  egress  from  the  cavity  of  the  womb  than 
would  a  mere  stricture  at  any  given  point  of  its  course. 

This  obstruction,  or  rather  stenosis  by  curvature,  is 
greater  or  less  just  as  the  degree  of  cur\'ature  is  greater 
or  less,  and  although  the  sound  passes  without  detecting  a 
constricted  point,  it  demands  surgical  treatment,  and  is  best 
remedied  by  it. 
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The  passage  of  the  sound  unobstructed  along  the  canal 
of  the  cervix  is  not  always,  then,  an  infallible  proof  that 
there  is  no  stenosis  to  account  for  the  dysmenorrhea  or 
the  sterile  condition.  For  the  stenosis  by  curvature  is  by 
far  a  more  formidable  thing  to  treat  than  stenosis  due  to  a 
fibro-membranous  band  at  an  isolated  point. 

So  enamored  are  some  of  my  followers  with  my  method 
of  posterior  section  of  the  cervix  that  they  have  lost  sight 
of  the  peculiar  condition  requiring  it,  and  constantly  per- 
form the  operation  in  cases  wholly  unfitted  for  it.  Having 
begun  by  performing  the  operation  in  marked  cases  of  an- 
teflexion in  which  the  intra-vaginal  cervix  was  unequally 
developed,  they  passed  naturally  to  those  in  which  the 
intra-vaginal  flexure  was  slight,  and  now  they  perform  it 
where  the  cervix  is  of  normal  size  and  shape.  This  is  a 
great  mistake,  —  quite  as  great  a  mistake  as  that  of  perform- 
ing bilateral  incision  in  cases  of  anteflexion  with  unequally 
developed  cervix. 

Fig.  14  represents  a  uterus  with  the  cervix  normally 
developed.  Its  intra-vaginal  portion  is  equilateral.  Its 
anterior  and  posterior  segments  are 
symmetrical.  It  is  just  the  case  for 
Simpson's  operation  of  bilateral  in- 
cision, that  is,  if  any  operation  at 
all  is  to  be  performed.  I  have  seen 
a  great  number  of  cases  like  this 
which  had  been  operated  on  by  my 
method  of  posterior  section.  The 
OS  having  been  incised  backward, 
Fig.  14,  in  a  few  months  the  incision 
closes  up,  showing  only  a  small  su- 
perficial notch  on  the  border  of  the 
OS  tincse  as  evidence  of  the  opera- 
FiG.  14.  tion  ;  and  so  far  as  the  calibre  of  the 

cervical  canal  above  the  notch  is  concerned,  it  remains  in 
the  state  it  was  before  the  operation.  In  all  cases  like  this 
there  is  but  one  operation  that  can  be  justified,  and  that  is 
Simpson's  bilateral  incision. 
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A  few  months  or  a  year  after  posterior  section,  in  these 
cases  so  unsuitable  for  it,  it  is  difficult,  by  the  touch,  some- 
times impossible,  to  detect  that  any  operation  has  ever 
been  performed. 

In  many  of  these  cases  I  have  been  obliged  to  repeat 
the  operation,  but  of  course  by  Simpson's  bi-lateral  incision. 
A  mere  routinist  may  thoughtlessly  fall  into  the  habit  of 
operating  on  all  cases  alike,  without  regard  to  individual 
peculiarities,  but  the  true  surgeon  will  always  discriminate 
such  cases  as  require  one  plan  of  operation  from  such  as 
require  another. 

There  is  another  class  of  cases  in  which  the  cervix  may 
need  incision  for  stenosis.  The  intra-vaginal  cervix  is  much 
longer  than  it  should  be,  somewhat  conical,  slightly  flattened 
antero-posteriorly,  and  almost  always  associated  with  retro- 
version, never  with  anteflexion,  and  seldom  with  retroflex- 
ion. The  cervix  is  somewhat  hypertrophied,  and  this  hy- 
pertrophy extends  all  the  way  up  to  its  junction  with  the 
body  of  the  uterus.  It  is  relatively  larger  and  stronger  than 
in  cases  of  flexure,  and  it  does  not  yield  to  the  traction  of 
the  body  of  the  uterus  as  it  lies  backward.  In  these  cases 
the  retroversion  seems  to  be  the  consequence  of  the  elon- 
gation of  the  intra-vaginal  cervix,  and  not  of  the  weight  of 
the  body  of  the  uterus.  The  cervix  is  too  long  to  rest  at  a 
right  angle  with  the  axis  of  the  vagina,  especially  if  the 
vagina  is  rather  short,  and  it  naturally  takes  the  direction 
of  the  least  resistance,  which  is  that  of  the  vaginal  outlet. 
And  hence,  as  the  cervix  slides  forward,  the  fundus  must 
fall  backward. 

Fig.  15  represents  what  I  mean.  This  class  of  cases  was 
first  described  by  Prof.  Montrose  A.  Fallen,  who  called  the 
cervix  "  the  glans-shaped  cervix,"  and  it  is  aptly  named. 

What  shall  we  do  with  a  case  like  this  .-* 

The  first  thing  to  do  is  to  replace  the  uterus,  and  adjust 
a  Hodge  pessary  to  hold  it  in  its  normal  position.  But  if 
the  elongated  cervix  (conjoined  with  a  short  vagina)  is  a 
barrier  to  this,  then  a  portion  of  it  should  be  amputated,  as 
shown  at  the  dotted  line  a,  Fig.  15.     A  month  or  two  later, 
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when  the  patient  has  recovered  entirely  from  the  effects  of 
the  operation,  a  Hodge  pessary  should  be  fitted  to  hold  the 


Fig.  15, 

organ  in  its  proper  place.  Then,  if  it  be  a  question  of  steril- 
ity, it  may  or  may  not  be  necessary  to  incise  the  cervix 
bilaterally,  treating  it  as  an  ordinary  case  of  stenosis  re- 
quiring operation.  These  cases  are  often  associated  with 
scanty  menstruation,  and  we  must  not  forget  that  amputa- 
tion of  a  portion  of  the  cervix  sometimes  tends  to  diminish 
the  menstrual  flow. 

A  great  hue  and  cry  was  raised  in  England  some  years 
ago  against  Simpson's  operation  of  bilateral  incision,  on  the 
score  that  it  often  cut  through  the  os  too  extensively,  split- 
ting it  widely  open  from  side  to  side,  and  leaving  the  os 
tincse  in  an  abnormal  condition,  with  the  lips  everted,  and 
hypertrophied  cervical  mucous  membrane  rolling  out  be- 
tween them.  And  this  objection  to  the  operation  as  per- 
formed with  the  metrotome  cache  was,  I  regret  to  say,  well 
founded.  I  have  seen  many  cases  in  which  this  accident 
had  occurred.  It  was  formerly  supposed  that  this  unfortu- 
nate result  was  beyond  remedy.  And  so  it  was  at  that  time, 
but  not  now.  In  difficult  labors  we  frequently  meet  with 
lacerations  of  the  cervix  uteri,  sometimes  lateral,  oftener 
bilateral,  and  again  antero-posterior,  where  the  lacerations 
extend  up  the  cervix  to  and  beyond  its  vaginal  junction. 
These  lacerations  were  wholly  incurable  until  Dr.  Emmet 
worked  out  the  problem.  He  discovered  that  the  everted 
borders  of  the  lacerated  cervix  could  by  traction  with  te- 
/lacula  be  easily  brought  into  exact  apposition.  And  then 
he  had  the  happy  thought  of  denuding  the  borders  of  the 
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lacerated  tissues,  and  of  uniting  them  with  silver  sutures, 
just  as  we  do  in  simple  cases  of  vesico-vaginal  fistula. 
The  first  time  he  did  this  was  on  a  patient  of  mine,  whom 
I  had  had  under  treatment  for  many  months,  without  relief. 
The  operation  was  successful,  and  since  then  it  has  been 
performed  hundreds  of  times  with  the  happiest  results. 
No  operation  in  surgery  is  more  successful,  and  none  more 
gratifying  to  both  surgeon  and  patient. 

As  the  bilateral  incision  made  with  the  metrotome  cache 
through  a  cervix  of  small  diameter  simulates  the  bilateral 
laceration  made  by  the  head  of  the  fetus.  Dr.  Emmet's 
operation  of  reconstructing  the  cervix  is  just  as  applicable 
in  the  one  case  as  in  the  other,  and  may  be  performed  with 
the  same  certainty  of  success.  But  what  are  the  ordinary 
dangers  of  these  incisions  of  the  cervix  uteri,  even  when 
carefully  done,  whether  by  Simpson's  bilateral  or  my  antero- 
posterior section  .-• 

There  is  always  a  certain  amount  of  danger  in  any  op- 
eration we  may  perform.  The  passage  of  a  sound,  the 
application  of  nitrate  of  silver,  the  removal  of  a  Nabothian 
polypus,  the  use  of  the  sponge  and  laminaria  tents,  and 
other  equally  unimportant  operations  have  been  followed 
by  death.  But  we  continue  to  use  these  means  of  treat- 
ment daily,  because  the  risk  is  accidental  and  so  small  that 
we  attach  no  importance  to  it. 

I  have  known  two  cases  of  death  from  piercing  the  ear 
for  the  fashionable  habit  of  wearing  ear-rings,  and  yet  we 
pierce  our  children's  ears  every  day  without  giving  it  a 
thought. 

These  incisions  of  the  cervix  uteri,  when  properly  done, 
are  far  safer  than  the  use  of  sponge  or  laminaria  tents,  and 
quite  as  safe  as  forcible  dilatation  of  the  cervix. 

I  do  not  know  how  often  I  have  performed  the  operation 
of  incising  the  cervix  uteri  in  the  last  twenty-two  years ; 
certainly  several  hundred  times  ;  I  will  not  say  a  thousand, 
but  it  cannot  be  far  from  that  number.  And  I  have  had 
two  deaths  from  the  operation,  which  here  I  wish  to  place 
on  record.  Both  of  these  patients  belonged  to  the  higher 
walks  of  life. 


88  TREATMENT  OF  STENOSIS  OF  CERVIX   UTERI. 

In  1 868  a  lady  from  one  of  the  Southern  States,  happening  to  be 
in  New  York,  took  that  occasion  to  consult  me  about  her  health. 
She  was  twenty-eight  years  old,  and  had  been  married  five  years' 
without  offspring.  She  had  dysmenorrhea,  and  had  been  told 
that  this  was  the  cause  of  her  sterility. 

On  examination  I  found  a  typical  case  of  anteflexion,  with  the 
intra-vaginal  cervix  abnormally  developed.  I  told  her  that  noth- 
ing short  of  an  operation  could  relieve  her.  I  explained  the 
nature  of  the  operation,  which  she  fully  understood.  She  asked 
me  if  there  was  any  danger.  I  replied  that  there  was  always 
some  risk  in  every  operation  ;  that  I  had  performed  this  opera- 
tion several  hundred  times  ;  that  it  was  sometimes  followed  by 
hemorrhage,  which  could  be  controlled,  and  now  and  then  by 
pelvic  cellulitis,  which  would  get  well,  but  that  I  had  never  seen 
a  fatal  result  from  it.  She  at  once  agreed  to  submit  to  the  ope- 
ration. 

There  was  very  little  hemorrhage,  —  almost  none.  The  iron 
cotton-wool  cone  was  introduced,  and  the  vagina  was  tamponed, 
but  not  very  firmly,  for  there  was  so  little  tendency  to  bleed 
that  I  did  not  think  it  necessary  to  do  so ;  this  was  the  fatal 
mistake.  She  was  told  that  the  catheter  was  to  be  used  if  she 
could  not  urinate  easily  lying  on  her  back,  and  it  was  done  two 
or  three  times.  It  was  expressly  ordered  that  she  was  not 
to  rise  from  the  bed  on  any  account.  The  operation  was  done 
at  2  p.  M.  on  Tuesday,  and  all  went  on  well  until  Thursday,  at 
2  A.  M.,  thirty-six  hours  after  the  operation.  In  urinating  she 
felt  that  she  could  do  it  more  effectually  by  rising  up.  She  was 
feeling  so  well  that  she  could  see  no  harm  in  making  the  effort ; 
so  she  got  out  of  bed,  and  sat  over  an  ordinary  chamber  vessel 
to  urinate.  This  effort  displaced  the  vaginal  tampon  and  then 
the  cervical  plug  of  cotton-wool,  and  she  had  a  sudden  hemor- 
rhage. I  was  immediately  sent  for,  and  arrived  at  3  a.  m.,  an 
hour  after  this  accident.  She  had  lost  a  good  deal  of  blood,  but 
was  not  faint  or  frightened.  The  dressings  were  all  removed, 
the  blood  was  cleared  away,  and  the  cervix  was  again  plugged 
with  the  iron  cotton-wool  cone,  and  the  vagina  again  well  tam- 
poned. At  2  p.  M.,  forty-eight  hours  after  the  operation,  and 
twelve  hours  after  the  displacement  of  the  dressing,  she  had  a 
chill  followed  by  fever  and  pain  in  the  pelvic  region.  I  called 
Dr.  Nott  in  consultation.  I  supposed  it  to  be  an  ordinary  at- 
tack of  pelvic  cellulitis,  but  Dr.  Nott  thought  it  was  peritonitis. 
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Dr.  Nott  was  correct  in  his  judgment  of  the  case,  and  my  patient 
died  on  the  seventh  day  of  the  disease.  The  autopsy  showed 
that  she  died  of  peritonitis. 

With  my  present  plan  of  operating  and  plugging  the  cer- 
vix uteri  with  a  well-fitting  stem,  held  in  sitiL  by  a  firmly 
immovable  tampon,  there  can  be  no  possibility  of  displacing 
the  dressing,  and  therefore  no  possibility  of  hemorrhage. 
Besides  this,  there  is  less  chance  of  septic  poisoning  with 
the  clean  plug  in  the  cervix  than  with  the  filthy  iron  cotton- 
wool cone. 

The  next  fatal  case  was  that  of  a  lady  from  the  West,  who  had 
been  recommended  to  my  care  by  Professor  N.  S.  Davis,  of  Chi- 
cago. She  died  six  days  after  the  operation  of  bilateral  incision 
of  the  cervix  uteri,  from  peritonitis  following  the  bursting  of  an 
abscess  of  the  Fallopian  tube  into  the  peritoneal  cavity. 

These  are  the  only  serious  accidents  that  ever  followed 
this  operation  in  my  hands.  In  the  first  case  the  accident 
ought  not  to  have  occurred  ;  but  in  the  second  it  was  inevit- 
able, as  the  post  mortem  showed  that  the  abscess  had  existed 
for  some  time,  and  was  the  result  of  chronic  salpingitis. 

The  accidents  common  to  this  operation  are,  then  :  ist, 
hemorrhage  ;  2d,  pelvic  cellulitis  ;  while  peritonitis  is  for- 
tunately rare.  As  I  now  perform  the  operation  hemor- 
rhage is  almost  impossible.  In  former  years  I  saw  hemor- 
rhage follow  the  operation  occasionally,  but  that  was  before 
I  learned  the  importance  of  thoroughly  tamponing  the  va- 
gina. 

I  have  seen  two  cases  in  which  the  bleeding  from  the 
circular  artery  was  so  severe  that  it  could  not  be  controlled 
except  by  passing  a  suture-ligature  through  the  cervix,  and 
tying  it  tightly  over  the  anterior  edge  of  os.  In  each  of 
these  cases  the  artery  was  cut  by  the  anterior  incision. 
This  accident  has  also  happened  in  Dr.  Emmet's  hands, 
and  in  one  instance  he  was  obliged  to  resort  to  the  liga- 
ture in  the  manner  above  described.  If  this  artery  should 
be  cut  by  the  bilateral  incision,  and  if  it  could  not  be  con- 
trolled otherwise,  the  suture-ligature  should  of  course  be 
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passed  through  the  cervix  antero-posteriorly,  on  the  bleed- 
ing side,  and  tied  over  the  end  of  the  cervix.  But  with  my 
present  mode  of  treatment  with  the  pkig  I  do  not  think 
there  will  be  any  need  of  resorting  to  the  suture-ligature. 
However,  I  have  not  had  a  case  of  arterial  bleeding  from 
this  operation  since  the  plug  system  of  treatment  was 
adopted. 

The  only  other  accidental  complication  likely  to  follow 
this  operation  is  pelvic  cellulitis,  which  seldom  comes  on 
as  an  immediate  effect  of  the  operation.  It  occasionally 
shows  itself  five  or  six  days  after  the  operation,  just  as 
we  begin  to  feel  that  all  is  well.  Soon  after  the  tampon 
and  all  dressings  are  removed,  the  patient  may  be  taken 
suddenly  with  a  chill,  followed  by  fever  and  violent  pain  in 
the  uterine  region,  often  worse  on  one  side  than  the  other. 
Sometimes  it  does  not  come  on  until  just  before  the  recur- 
rence of  the  next  period.  And  for  this  reason  I  always 
keep  my  patient  a  prisoner  until  the  menstrual  flow  follow- 
ing the  operation  is  safely  over.  Come  when  and  how  it 
may,  on  examination  by  the  touch  we  always  find  a  small 
indurated  mass,  usually  on  one  side  of  the  womb,  which  is 
very  tender  on  pressure,  and  which  increases  in  size  from 
day  to  day,  until  it  may  become  half  as  large  as  the  fetal 
head.  It  seems  sometimes  to  fill  up  the  broad  ligament 
on  one  side.  It  now  and  then  occupies  both  broad  liga- 
ments at  one  time.  Sometimes  it  is  found  in  Douglas'  cul- 
de-sac,  and  again  on  the  anterior  face  of  the  uterus.  Find 
it  where  we  may,  and  do  what  we  please,  it  is  a  self-limited 
affection,  with  a  course  to  run  in  sj^ite  of  our  best  efforts. 
It  occasionally  terminates  in  abscess,  but  fortunately  its 
usual  termination  is  by  resolution.  It  never  terminates 
under  three  weeks,  and  often  runs  four,  five,  and  sometimes 
six  weeks.  Now  and  then  it  becomes  chronic.  Occasion- 
ally it  leaves  exudations  of  lymph  to  mark  the  seat  of  dis- 
ease ;  sometimes  it  recurs  on  slight  provocation.  But 
generally  it  passes  off  in  a  few  months,  leaving  the  patient 
as  well  as  before  this  accident  occurred. 

The  treatment  consists  in  hot  poultices,  hot  tomenta- 
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tions,  and  opiates  in  sufficient  quantities  to  allay  pain,  and 
bromides  and  chloral  conjoined,  according  to  Dr.  Pratt,  of 
Paris,  to  insure  sleep. 

All  operations  on  the  cervix  uteri  performed  by  me  in 
the  last  twelve  months  have  been  done  under  antiseptic 
precautions.  I  have  not  used  the  spray,  but  I  have  used 
carbolic  lotion,  one  to  twenty,  for  the  hands,  instruments, 
sponges,  and  dressings. 

Antisepticism  has  now  created  such  a  revolution  in  gen- 
eral surgery,  and  has  wrought  such  marvels  in  ovariotomy, 
that  I  think  it  should  be  adopted  in  all  gynecological  oper- 
ations. 

In  conclusion,  I  beg  leave  to  say  that  this  paper  estab- 
lishes the  following  points  :  — 

I  St.  Bilateral  (or  transverse)  incision  of  the  cervix  uteri 
for  stenosis  is  suitable  only  in  cases  where  the  intra-vagi- 
nal  cervix  is  normally  developed,  v^here  its  two  segments 
are  symmetrical. 

2d.  Antero-posterior  incision  of  the  cervix  uteri  for 
stenosis  is  suitable  only  for  cases  where  the  intra-vaginal 
cervix  is  abnormally  developed,  where  the  posterior  seg- 
ment is  two  or  three  times  as  long  as  the  anterior,  and  as- 
sociated with  anteflexion. 

3d.  The  bilateral  incision  belongs  to  Simpson,  and  not  to 
Sims,  or  any  one  else. 

4th.  The  antero-posterior  incision  belongs  to  Sims,  and 
not  to  Emmet,  or  any  one  else. 

I  have  never  ceased  to  perform  this  operation  from  the 
time  I  worked  it  out  until  the  present  moment.  But  I 
have  exercised  common  sense  in  discriminating  between 
the  cases  that  were  suitable  for  it  and  those  that  were  not, 
and  I  hope  my  professional  brethren  will  now  be  able  to  do 
likewise. 
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DISCUSSION. 

Dr.  Fordyce  Barker,  of  New  York.  —  It  is  now  nearly  thirty- 
five  years  since  Sir  James  Y.  Simpson  first  performed  the  operation 
of  the  lateral  incision  of  the  cervix  uteri,  for  the  cure  of  obstruc- 
tive dysmenorrhea,  and  some  cases  of  sterility,  and  it  is  nearly 
twenty  years  since  Dr.  Sims  suggested  and  performed  antero-pos- 
terior  incisions  of  the  cervix,  for  the  cure  of  a  certain  class  of 
cases  of  stenosis.  While  no  one  will  deny  the  great  value  of  these 
contributions  to  uterine  surgery,  it  must  be  confessed  that  we  have 
not  yet  arrived  at  those  settled  and  established  rules  of  practice 
which  have  been  attained  in  other  departments  of  surgery.  There 
is  still  a  great  diversity  of  opinion  among  men  of  eminence  in 
Gynecology,  as  regards  the  etiology  of  stenosis  of  the  cervix,  its 
comparative  frequency  and  importance  in  seriously  affecting  the 
health  and  happiness  of  those  in  whom  this  condition  exists,  and 
the  necessity  for,  and  the  kind  of  surgical  procedure  best  adapted, 
to  secure  safely  the  removal  of  this  condition  and  its  attendant 
consequences. 

The  object  of  the  writer  of  the  paper  to  which  we  have  just  lis- 
tened with  so  much  interest,  appears  to  be :  i.  To  establish  the 
priority  of  Sir  James  Y.  Simpson  in  suggesting  and  performing 
one  operation,  and  his  own  priority  in  suggesting  and  performing 
anbther  and  different  operation  ;  2.  To  discriminate  and  define 
the  exact  conditions  where  the  one  or  the  other  should  be 
selected ;  and  3.  To  give  a  minute  description  of  his  method  of 
performing  the  operations. 

For  many  reasons  I  am  very  glad  that  the  paper  has  come  be- 
fore the  society,  for  I  hope  that,  without  bias  of  personal  enthu- 
siasm or  personal  prejudice,  it  will  lead  to  a  calm  and  judicial  re- 
view of  the  subject,  which  must  necessarily  be  brief  and  incomplete 
at  this  meeting,  but  will  result  in  a  more  thorough  study  of  the 
subject  by  ourselves  and  others,  hereafter.  I  wish  that  the  eminent 
writer  of  the  paper  could  have  been  present  to  hear  and  partici- 
pate in  the  discussion.  All  will  admit  that  he  has  no  peer  among 
gynecologists,  as  regards  his  fertility  of  genius  in  suggestion,  his 
boldness  in  execution,  and  his  skill  and  dexterity  in  operations, 
but  these  qualities  should  not  exempt  his  doctrines  and  his  prac- 
tice from  searching  examination  and  honest  criticism. 

In  discussing  this  paper,  I  think  it  pertinent   to  inquire  as  to 
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the  comparative  frequency  and  importance  of  the  conditions  which 
the  operations  are  supposed  to  remove.  How  does  it  happen  that 
one  man  believes  that  in  twenty  years  he  has  found  nearly  one 
thousand  cases  where  the  cervix  uteri  required  incision,  that  an- 
other has  met  with  three  hundred  and  eighty  cases,  and  that  an- 
other in  twelve  years  has  met  with  three  hundred  and  thirty-seven 
cases,  while  others,  whose  sphere  of  gynecological  observation 
have  been  equally  large,  as  regards  the  number  of  women  ex- 
amined in  both  hospital  and  private  practice,  men  who  fully  be- 
lieve in  the  propriety  and  utility  of  the  operation  when  stenosis  of 
the  cervix  exists,  have  not  found  occasion  to  perform  it  in  one- 
fifth  the  number  of  instances  ?  Is  it  possible  that  the  latter  class 
have  failed  in  many  cases  to  discover  the  existence  of  the  condi- 
tion which  renders  the  operation  proper  and  necessary,  or  have 
reasoned  erroneously  as  regards  the  pathological  importance  of 
this  condition  ?  Is  the  diagnosis  of  this  condition  so  difficult  and 
obscure  ?  To  accept  this  explanation  is  to  impute  ignorance  and 
incompetency  to  some  of  the  most  distinguished  gynecologists  in 
this  country  and  in  Europe.  The  answer  is  to  be  found  in  a  dif- 
ference of  opinion  as  to  the  necessity  and  utility  of  the  opera- 
tion. 

There  is  another  fact  worthy  of  mention,  that  many  who  for- 
merly performed  one  or  the  other  of  these  operations  very  often, 
are  now  doing  it  very  rarely,  and  are  convinced  that  the  propor- 
tionate number  of  cases  which  are  benefited  by  the  operation  is 
very  much  less  than  they  had  formerly  believed.  The  conviction 
is  very  strong  in  the  minds  of  many  of  our  most  experienced  ob- 
servers, that  the  operations  have  been  performed  in  a  great  many 
cases  unnecessarily  and  oftentimes  injuriously.  In  fact,  the  opera- 
tions have  been  regarded  as  so  simple,  so  free  from  all  danger, 
and  so  certain  in  their  results,  that  there  has  with  some  prevailed 
almost  a  mania  for  incising  the  cervix,  and  this  practice  has  not 
been  restricted  to  skilled  gynecologists,  but  has  been  taken  up  by 
general  practitioners  and  by  charlatan  specialists  of  both  sexes. 

In  my  judgment,  one  of  the  most  valuable  features  of  the  paper 
before  us  consists  in  the  minute  detail  of  the  author's  methods  of 
performing  the  operations,  and  the  great  care  taken  in  preventing 
dangerous  accidents,  for  of  this  operation,  the  trite  quotation  may 
be  most  aptly  made  that,  —  "  fools  rush  in  where  angels  fear  to 
tread."  When  one  of  the  most  consummate  skill  as  an  operator, 
who  avows  that  he  has  performed  the  operation  nearly  a  thousand 
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times,  more  than  double  the  number  of  times  that  any  other  claims 
to  have  done  it,  feels  it  necessary  at  this  day  to  describe  minutely 
fevery  step  of  the  operative  procedure,  and  to  give  in  detail  all 
the  subsequent  treatment  essential  to  secure  success  and  avert 
dangerous  accidents,  we  may  well  believe  that  large  experience 
has  demonstrated  that  it  is  not  so  simple  and  safe  an  operation 
as  some  have  represented  it  to  be.  The  truth  is  that  in  the  most 
skilled  hands,  it  is  attended  with  some  risks,  not  only  the  danger 
of  failure  in  improving  the  health  and  condition  of  the  patient, 
but  absolute  danger  to  life.  The  author  of  the  paper  before  us 
has  reported  two  deaths,  and  several  others  have  also  reported 
deaths.  I,  personally,  know  of  six ;  one  of  my  confreres  told  me  of 
six  others  ;  another,  also  eminent  as  an  operator,  informed  me 
that  he  was  cognizant  of  four  others,  and  I  find  that  none  of  these 
are  the  same.  As  I  do  not  know  whether  the  five  mentioned  by 
Dr.  Thomas  in  his  able  work  are  included  in  the  above  sixteen  or 
not,  I  will  only  say  that  in  New  York  city  alone  there  have  been 
sixteen  deaths  from  this  operation,  which  have  never  been  pub- 
lished. It  is  probable  that  many  other  deaths  have  resulted  from 
this  operation  in  other  parts  of  the  country  and  in  Europe.  It 
must  then  be  conceded  that  even  in  the  most  skilled  hands  the 
operation  is  attended  with  some  danger.  It  is  but  justice  for  me 
to  say  that  in  the  published  cases  of  death,  the  causes  have  been 
given,  showing  that  it  arose  from  accidents  or  errors,  which  greater 
care  and  greater  experience  might  have  averted.  But  suppose 
that  in  the  progress  of  our  art,  the  fatality  of  the  operation  may 
be  wholly  prevented,  my  point  is  still  good,  that  the  effect  of  this 
paper,  coming  from  such  a  source,  will  be  of  great  service  in  de- 
terring many  from  carelessly  and  rashly  operating.  It  demon- 
strates that  the  larger  the  experience  the  greater  the  caution  of 
the  operator. 

I  will  add  a  few  words  in  regard  to  the  object  of  the  operation 
and  the  supposed  benefit  which  results  from  it.  It  is  hardly  nec- 
essary to  say  that  the  reasons  for  its  performance  are,  either  to 
make  a  sufficiently  large  canal  for  the  menstrual  fluid  to  pass  easily 
from  the  cavity  of  the  uterus,  and  the  fecundating  elements  to 
pass  easily  into  the  cavity,  or  to  make  a  straight  canal  through  the 
cervix,  —  the  theory  being  that,  one  or  both  of  these  ends  being 
accomplished,  obstructive  dysmenorrhea  will  be  cured,  and  that  in 
a  certain  proportion  of  cases  a  cause  of  sterility  will  be  removed. 
I  know  of  no  one  at  this  day  who  will  deny  that  these  results  are 
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secured  by  the  operation,  in  some  cases.  I  presume  that  the  most 
enthusiastic  advocates  of  the  operation  will  not  claim  that  it  should 
ever  be  performed  for  any  other  reasons  than  those  that  I  have 
mentioned,  for  incision  of  the  cervix  as  a  preparatory  step  to 
surgical  measures  for  the  removal  of  other  pathological  conditions 
of  the  cavity  of  the  uterus  has  no  bearing  on  this  discussion. 
Admitting  then,  as  I  think  all  will,  that  stenosis  of  the  cervix 
should  be  cured,  whether  congenital  or  resulting  from  antecedent 
local  disease,  or  from  the  injudicious  use  of  caustics,  the  practical 
question  now  before  us  is,  whether  the  physical  configuration  of 
the  cervix,  described  by  the  author,  necessarily  and  always  causes 
dysmenorrhea,  sterility,  or  other  symptoms  which  justify  an  opera- 
tion of  some  severity,  and  which  is  attended  with  some  danger. 
This  question  cannot  be  answered  by  reasoning  alone,  but  it  will 
eventually  be  greatly  cleared  up  by  the  accumulated  experience  of 
the  profession.  At  the  present  day,  some  of  the  most  distinguished 
gynecologists  will  unhesitatingly  answer  the  question  in  the  affirm- 
ative, while  on  the  other  hand,  many,  whose  skill  as  operators  will 
be  universally  conceded,  are  operating  very  much  less  frequently 
than  they  did  in  former  times,  and  only  when  there  are  positive 
symptoms  which  they  feel  well  assured  will  be  relieved  by  the 
operation.  May  the  explanation  of  this  divergence  of  opinion 
and  practice  between  men  of  equal  honesty  and  equal  capacity 
for  observation  and  deduction  be  found  in  the  fact  that  those  who 
have  acquired  great  eminence  as  operators  are  placed  in  a  false 
position,  which  renders  it  impossible  for  them  to  judge  accurately 
as  to  the  results  of  their  operations  ?  A  lady  who  is  sterile  and 
suffers  from  dysmenorrhea,  but  whose  general  health  is  suffi- 
ciently good  to  enable  her  to  fulfill  her  ordinary  duties  in  her 
household  and  in  society,  goes  to  an  eminent  specialist.  She  has 
an  operation  performed  while  under  the  influence  of  an  anes- 
thetic, —  she  is  confined  to  her  bed  for  a  week  or  more,  and  is 
attended  by  a  trained  nurse,  and  daily  visited  and  daily  examined 
by  her  surgeon.  If  her  dysmenorrhea  be  cured  and  she  subse- 
quently becomes  a  mother,  her  gratitude  will  be  unbounded,  and 
her  surgeon  will  certainly  know  the  result.  But  if  after  three  or 
four  months  she  find  no  improvement  in  her  condition  in  any  re- 
spect, both  she  and  her  husband  become  discouraged,  feeling  that 
they  have  appealed  to  the  highest  authority  and  that  everything 
possible  has  been  done  for  her.  Such  ladies  are  usually  grateful 
for  the  attention  and  surgical  skill  which  they  have  received  ;  but 
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for  this  very  reason  their  surgeon  never  hears  of  the  result,  as  they 
do  not  wish  to  make  him  unhappy  on  account  of  their  disappoint- 
ment, and  they  regard  it  as  a  useless  expense  to  consult  him 
again.  After  a  lapse  of  time,  it  may  be  three  or  four  years,  the 
discouraged  and  unhappy  woman  consults  a  physician,  as  anemia, 
amenorrhea,  and  a  train  of  nervous  symptoms  have  gradually 
supervened  ;  and  his  conclusions  as  to  the  result  of  the  operation 
are  very  different  from  those  of  the  surgeon  who  operated. 

This  is  no  fancy  sketch,  for  I  am  quite  certain  that  I  do  not  ex- 
aggerate when  I  say  that  within  the  past  fifteen  years  I  have  seen 
at  least  a  hundred  women,  who  have  given  me  a  history  very  like 
that  which  I  have  just  pictured  ;  many  of  them  have  had  the  cer- 
vix incised  by  men  of  the  highest  eminence  as  operators,  and 
others  by  men  or  women  whose  merits  as  gynecologists  have  not 
yet  been  discovered  by  the  profession. 

All  of  us  will  gratefully  concede  that  no  one  has  done  so  much 
for  surgical  gynecology  as  the  author  of  this  paper,  and  therefore 
it  is  the  more  important  that  his  doctrines  and  practice  should  be 
thoroughly  scrutinized,  for  the  tendency  of  the  profession  always 
has  been,  and  always  will  be,  to  accept  the  dicta  of  such  a  man 
unquestioned. 

Dr.  Emmet,  of  New  York,  in  response  to  a  call  from  the  Chair. 
—  I  have  so  recently  put  myself  upon  record  in  regard  to  this 
operation  that  I  do  not  know  as  I  have  anything  more  to  say. 

Dr.  E.  Wilson,  of  Philadelphia.  —  I  am  not  an  advocate  of 
either  Simpson's  or  Sims'  operations.  I  do  not  believe  that 
the  results  obtained  by  incision  are  as  satisfactory  as  those  ob- 
tained by  dilatation.  I  have  previously  reported  to  this  Society 
cases  in  which  I  have  used  dilatation,  and  up  to  the  present  time 
the  results  have  remained  permanent.  I  have  never  seen  bad 
results  following  dilatation,  nor  have  I  found  it  necessary  to  ask 
the  patient  to  remain  in  bed  for  more  than  twenty-four  hours  after 
the  performance.  No  dressing  is  required,  and  no  injection,  ex- 
cept a  tepid  one  of  soap  and  water. 

Dr.  NoEGGERATH,  of  Ncw  York.  —  The  gentleman  who  could 
best  discuss  this  question,  we  are  all  sorry  to  say,  is  no  longer 
with  us.  He  has  performed  the  operation  so  often  and  with  such 
results,  as  we  all  know ;  namely,  that  the  bilateral  and  the  antero- 
posterior operations  are  no  longer  performed  as  frequently  as  they 
formerly  were.  Dr.  Peaslee  had  two  objections  to  those  opera- 
tions. The  operation  is  performed  in  cases  of  anteflexion,  we 
will  say,  of  the  second  degree,  the  symptoms  accompanying  the 
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first  degree  of  anteflexion  rarely  being  urgent  enough  to  warrant 
operative  interference  of  such  magnitude.  Now  one  of  the  objects, 
it  has  been  stated,  is  to  straighten  the  canal  of  the  cervix.  But  if 
the  operation  be  performed  in  the  way  it  is  proposed,  the  cervix 
is  simply  cut  through  and  the  canal  is  not  straightened.  In  order 
to  do  this  it  would  be  necessary  to  cut  further  above  and  into  the 
peritoneal  cavity.  That  was  one  of  his  objections.  The  second 
one  was  that  the  cut  is  made  into  the  parenchyma  of  the  uterus, 
where  a  large  number  of  lymphatics  and  veins  are  found,  and  in 
which  an  inflammation  is  liable  to  set  up,  such  as  phlebitis  and 
lymphangitis.  Therefore,  Dr.  Peaslee  said  it  was  sufficient  to  in- 
cise the  inner  os  and  the  outer  os  just  enough  to  give  it  the  nor- 
mal calibre,  and  he  invented  an  instrument  with  which  these  incis- 
ions might  be  made.  He  further  stated  that  in  doing  this  he  only 
cut  through  the  mucous  membrane,  and  did  not  cut  into  the  pa- 
renchymatous part  of  the  uterus.  Dr.  Peaslee  stated  that  he  had 
operated  in  this  way  in  three  hundred  cases  and  claimed  to  have  had 
the  same  success  as  other  operators.  Therefore,  in  my  opinion, 
Dr.  Peaslee's  operation,  if  we  are  to  operate  at  all,  does  all  that 
is  claimed  for  either  Simpson's  or  Sims'  operation.  One  point 
more.  These  gentlemen  have  operated  for  the  purpose  of  reliev- 
ing dysmenorrhea.  This  plan  of  treatment  has  been  before  the 
profession  for  more  than  twenty  years.  During  this  time  it  has 
ever  been  a  fertile  subject  for  discussion,  and  we  are  again  dis- 
cussing it  to-day.  There  are  several  physicians  whose  profes- 
sional abilities  and  extended  experience  cannot  be  questioned,  who 
claim  to  have  just  as  good  results  following  dilatation  as  any  other 
method,  while  the  surgeons  claim  that  those  gentlemen  who  use 
dilatation  do  not  have  as  good  results  as  they  do.  The  great 
drawback  is,  that  the  physicians  who  think  it  worth  while  to  re- 
port their  cases,  have  only  taken  the  trouble  to  note  the  con- 
dition of  the  patients  for  the  first  two,  three,  ^•-  four  months  fol- 
lowing the  operation.  What  is  the  result  ?  Many  cases  that  are 
reported  as  effectually  cured,  have,  in  the  course  of  eight  or  ten 
months,  or  a  year,  relapsed  into  the  same  condition  as  before 
Now,  just  so  long  as  this  plan  of  reporting  cases  is  followed  out, 
and  the  condition  of  the  patiant  is  not  noted  for  at  least  one,  two, 
or  three  years  following  the  operation,  this  question  will  continue 
to  be  discussed  ad  infinitum.  I  would  suggest  the  plan  of  giving 
ten  or  twenty  cases  and  say  what  becomes  of  them  in  two  or  three 
years. 

VOL.   III.  7 
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I  have  a  method  for  the  treatment  of  these  cases,  differing  from 
that  of  either  of  these  gentlemen,  but  have  not  watched  a  suffi- 
cient number  of  cases  for  the  desired  length  of  time  to  publish  any 
results.  I  will,  therefore,  say  that  I  am  somewhat  astonished  that 
this  matter  has  been  brought  again  before  the  Society  in  this  non- 
decisive  form.  The  operations  for  dysmenorrhea  and  sterility  are 
no  longer  performed  in  New  York  to  such  an  extent  as  formerly. 
There  is  a  tendency  to  supplant  the  cutting  operation  by  other 
methods  of  treatment  which  are  less  dangerous  and  probably 
equally  successful. 

Dr.  Ellwood  Wilson.  —  Mr.  President,  I  wish  to  say  with  ref- 
erence to  my  cases  that  I  have  followed  the  histories  of  many  of 
them  for  twelve  or  fifteen  months ;  in  some  instances  for  six  or 
seven  years,  and  that  they  have  remained  cured. 

One  of  the  patients  I  had  under  observation  until  she  passed 
through  the  process  of  parturition. 

Dr.  H.  P.  C.  Wilson,  of  Baltimore.  —  Mr.  President,  I  have 
listened  with  a  great  deal  of  pleasure  to  the  paper,  and  also  to 
the  remarks  made  by  Dr.  Barker  and  Dr.  Noeggerath.  But  it 
seems  to  me  that  the  tendency  of  this  debate  is  to  lead  to  the  os- 
tracism of  this  operation.  I  have  no  doubt  that  the  operation 
has  been  performed  many  times  when  it  should  not  have  been, 
and  that  the  operators  have  not  had  the  skill  and  knowledge 
necessary,  or  have  not  been  careful  in  the  selection  of  their 
cases. 

I  think  there  are  many  cases  in  which  no  other  means  will  ef- 
fect a  cure.  I  would  not  have  it  go  abroad  that  as  a  Society  we 
condemn  these  operations,  at  least  in  all  instances. 

In  cases  of  flexion  as  we  sometimes  have  them,  cases  in  which 
the  uterus  is  bent  upon  itself  to  an  extreme  degree,  I  have  dilated 
until  I  could  pass  my  finger  readily  through  the  canal,  but  the  di- 
latation has  been  soon  followed  by  contraction.  In  such  cases  I 
should  favor  the  cutting  operation.  I  have  dilated  in  cases  of 
that  kind,  and,  as  Dr.  Sims  says,  with  the  posterior  lip  elongated, 
and  I  believe  that  as  good  results  cannot  be  obtained  as  by  divis- 
ion of  the  cervix. 

In  the  nearly  one  hundred  cases  ia  which  I  have  operated  I  have 
had  one  death,  and  had  I  had  the  knowledge  before  the  opera- 
tion that  I  now  have  I  would  not  have  operated.  The  patient 
had  previously  had  two  attacks  of  peritonitis,  and  fourteen  days 
after  the  operation  she  was  attacked  with  general  peritonitis 
caused  by  the  ingestion  of  indigestible  food.     I  have  had  more 
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cases  of  pelvic  cellulitis  from  the  application  of  iodine  or  the  use 
of  a  sponge  tent  than  from  this  operation,  I  once  had  a  case  in 
which  death  was  caused  by  the  introduction  of  a  sponge  tent  for 
the  purpose  of  determining  whether  or  not  the  uterus  contained  a 
fibroid  tumor,  although  I  used  all  possible  precautions, 

I  have  had  a  number  of  violent  cases  of  pelvic  cellulitis  pro- 
duced by  the  application  of  iodine  to  the  cavity  of  the  uterus,  so 
that  I  think  if  the  physician  selects  his  cases  he  will  have  but 
little  trouble  after  the  cutting  operation.  I  am,  therefore,  an  ad- 
vocate of  the  operation  in  proper  cases,  I  should  never  think 
of  operating  in  cases  of  flexion  of  the  first  degree,  as  my  friend 
Dr.  Noeggerath  has  stated,  but  in  cases  in  which  there  are  no  re- 
mains of  old  cellulitis  or  of  old  peritonitis,  and  the  flexion  is 
marked,  I  should  not  hesitate  to  resort  to  the  cutting  operation. 
I  desire  to  make  these  remarks  because  I  fear  the  debate  has 
leaned  too  much  in  the  direction  of  ostracising  the  operation. 

Dr.  Lyman,  of  Boston,  —  I  do  not  like  to  have  this  discussion 
stop  at  this  stage.  We  are  considering  an  operation  which  has  all 
the  prestige  that  Dr,  Sims'  name  can  give  it,  and  I  believe  we  can- 
not occupy  half  an  hour  better  than  by  discussing  this  subject,  I 
have  performed  the  operation  many  times  and  have  had  no  fatal 
cases.  On  the  other  hand  I  have  not  had  very  good  results.  I 
have  not  performed  the  operation  very  lately  because  I  have 
found  my  patients  just  as  bad  at  the  end  of  six  months  as  they 
were  previous  to  its  performance.  I  resorted  to  dilatation  as  long 
as  thirty  years  ago,  and  I  believe  we  can  get  just  as  good  results 
by  this  means  in  the  vast  majority  of  cases  of  dysmenorrhea  as  by 
a  cutting  operation.  I  was  once  the  happy  possessor  of  a  com- 
plete set  of  Dr.  Mcintosh's  graduated  block-tin  uterine  sounds,  and 
I  employed  them  in  making  rapid  dilatation  of  the  cervical  canal, 
but  I  was  not  rewarded  with  any  very  satisfactory  results.  Still  I 
have  not  had  as  good  results  from  incision  as  from  dilatation. 

There  is  much  that  might  be  said  with  reference  to  the  pathol- 
ogy of  the  condition,  but  that  point  has  not  been  touched  upon. 
To  the  end  that  something  of  the  exact  value  of  the  operation 
may  be  determined  by  this  discussion,  and  that  the  Society  may 
properly  influence  the  younger  members  of  the  profession  who 
are  looking  towards  it,  I  hope  you  will,  Mr.  President,  once  more 
call  upon  Dr,  Emmet  to  give  us  his  views  with  reference  to  the 
pathology  in  these  cases. 

Dr,  Emmet,  of  New  York.  —  I  have  performed  this  operation 
probably  as  often  as  any  one  except  Dr,  Sims,  and  I  have  been 
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convinced  from  my  own  observation  that  where  the  flexure  is 
above  the  vaginal  junction  the  condition  is  expressive  of  trouble 
elsewhere.  In  all  those  cases  we  find  more  or  less  thickening  of 
the  broad  ligaments  and  of  the  pelvic  tissues,  and  the  condition  of 
the  uterus  is  simply  an  expression  of  a  disease  which  is  entirely 
outside  of  that  organ.  The  condition  of  flexure  in  which  the 
uterus  is  found  is  the  result  of  an  obstruction  to  the  circulation, 
and  where  the  operation  has  been  performed,  I  can  honestly  say 
that  I  have  not  known,  either  in  my  own  practice  or  that  of  any 
one  else,  a  woman  to  have  been  permanently  relieved.  Fortu- 
nately, in  a  large  number  of  these  cases,  the  cellulitis  is  not  lighted 
up  by  the  operation,  consequently  the  bad  effects  do  not  always 
follow  it,  but  no  permanent  good  is  obtained.  Careful  exami- 
nation through  the  rectum  should,  therefore,  be  made  to  detect 
any  thickening  in  the  broad  ligaments,  inflammation  of  which  had 
caused  the  cordee  of  the  uterus  at  the  beginning,  but  which  after 
a  time  had  become  a  permanent  flexure.  As  the  fault  at  first  does 
not  lie  in  the  uterus,  the  flexure  cannot  be  relieved  by  an  opera- 
tion. Sometimes,  however,  there  are  cases  in  which,  after  certain 
conditions  in  the  pelvis  have  been  removed  and  the  general  condi- 
tion of  the  patient  improved,  an  operation  may  be  necessary  to 
open  the  cervical  canal,  but  not  to  straighten  it. 

Again  we  have  cases  in  which  the  body  of  the  uterus  lies  out  of 
its  normal  position  owing  to  the  great  length  of  the  neck.  It 
may  point  either  forward  or  backward. 

There  is  a  certain  amount  of  dysmenorrhea  which  is  relieved  as 
soon  as  the  menstrual  flow  commences,  as  the  neck  becomes 
straight  from  congestion.  A  large  proportion  of  the  women  who 
suffer  from  this  condition  become  pregnant  and  do  not  as  a  rule 
have  any  subsequent  trouble. 

I  consider  mechanical  dysmenorrhea  as  a  myth,  for  what  is 
known  by  that  name  almost  always  depends  upon  defective  nu- 
trition somewhere  beyond  the  uterus. 

The  cervical  canal  may  be  open  enough  to  admit  a  large  sound 
and  yet  the  woman  may  have  dysmenorrhea.  In  former  days, 
when  the  use  of  nitrate  of  silver  was  very  prevalent,  it  was  a  com- 
mon thing  to  find  the  os  reduced  to  a  mere  pinhole  in  size,  and 
yet  there  might  be  no  dysmenorrhea.  I  think  it  is  a  very  impor- 
tant point  to  determine  how  far  the  condition  of  flexion  is  due  to 
old  attacks  of  cellulitis.  For,  if  we  can  determine  that  the  condi- 
tion is  due  to  that  cause  the  cutting  operation  will  pass  out  af 
sight  and  we  shall  not  hear  of  it  again. 


A    CASE     OF     EXTRA-UTERINE    PREGNANCY, 

WITH  DISCHARGE   OF   THE  FETAL  BONES 

THROUGH  THE  BLADDER. 

BY  JAMES  P.  WHITE,  M.  D., 
Buffalo,  N.  Y. 

In  the  latter  part  of  May,  1875,  I  was  called,  in  consultation 
with  Prof.  Thomas  F.  Rochester  and  Dr.  William  C.  Phelps  of 
Buffalo,  to  see  a  j^oung  lady  concerning  whom  the  following  his- 
tory was  obtained. 

The  patient,  Miss  B.,  aged  about  twenty-four  years,  had,  al- 
though unmarried,  become  pregnant  some  three  years  prior  to  my 
visit.  Her  pregnancy  terminated  in  a  miscarriage,  doubtless  the 
result  of  an  attempt  at  abortion.  Her  health  since  that  time  had 
been  good  up  to  the  commencement  of  the  difficulty  for  which  I 
was  consulted.  Early  in  January,  1875,  she  had  an  attack  of 
what  was  supposed  to  be  severe  dysmenorrhea,  the  pains  of  which 
were  only  relieved  by  frequent  hypodermic  injections  of  morphia. 
During  the  month  of  April  following,  Dr.  Phelps,  who  was  then 
called  to  take  charge  of  the  case,  discovered  a  tumor  in  the  left 
iliac  region.  This  tumor,  he  was  told,  increased  in  size  at  each 
menstrual  period,  the  recurrence  of  which  was  still  attended  by 
severe  pain,  and  excessive  flow. 

When  I  first  saw  the  case  the  tumor  had  increased  in  size  so 
as  to  be  felt  on  the  right  side  ;  it  had  also  encroached  upon  the 
vagina.  A  pelvic  hematocele  was  diagnosticated,  after  careful 
examination,  and  an  opening  advised  through  the  roof  of  the 
vagina.  On  June  i  the  operation  was  made  in  the  presence 
and  with  the  assistance  of  Prof.  Rochester,  the  late  Prof.  M.  G. 
Potter,  and  Dr.  Phelps.  An  opening  was  made  through  the  vagina 
just  anterior  to  the  cervix  uteri  by  a  large  exploring  trochar  or 
aspirator.  The  discharge  was  not  what  was  anticipated,  being 
some  three  or  four  ounces  of  clear  straw-colored  fluid  slightly 
tinged  with  blood.     The  patient  was  placed  in  bed  and  further 
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developments  awaited.  A  severe  attack  of  peritonitis  followed 
the  operation,  which  came  very  near  a  fatal  termination.  When 
the  peritonitis  and  resulting  tympanites  had  subsided  the  tumor 
was  scarcely  perceptible  to  a  cursory  examination.  Through  the 
opening,  made  in  the  vaginal  wall,  there  had  been,  for  some  time 
following  the  exploration,  a  discharge  of  pus  ;  and  shortly  after  the 
subsidence  of  the  peritonitis  the  patient  discovered  that  her  urine 
did  not  flow  from  the  natural  channel  but  escaped  through  the 
opening  in  the  vaginal  wall. 

On  the  2ist  of  November,  1875,  an  operation  for  vesico-vaginal 
fistula  was  made  with  the  assistance  of  Professors  Rochester  and 
Potter,  Dr.  Phelps,  and  my  assistant.  Dr.  E.  N.  Brush,  The 
opening  had  by  ulcerative  process  become  enlarged  and  the  in- 
troduction of  some  six  sutures  was  necessary  to  close  it.  The 
operation  was  a  success,  and  after  the  removal  of  the  sutures  I 
lost  sight  of  the  patient  for  a  time. 

In  the  latter  part  of  December,  1875,  while  visiting  some  friends 
in  Dunkirk,  N.  Y.,  Miss  B.  was  seized  with  severe  vesical  tenes- 
mus, and  a  feeling  as  if  a  pin  were  lodged  in  the  walls  of  the 
urethra.  Dr.  Rogers  of  Dunkirk  was  summoned,  and  removed 
from  the  urethra  a  foreign  body,  which  subsequent  examination 
proved  to  be  a  bone,  the  shape  and  size  of  a  fetal  rib  of  about 
the  third  or  fourth  month.  For  a  few  months  other  bones  were 
frequently  discharged,  per  urethra,  generally  with  instrumental 
assistance,  and  subsequently,  at  longer  or  shorter  intervals, 
many  bones  were  discharged,  the  last  one  being  removed  during 
the  summer  of  1877. 

With  the  exception  of  the  last  one,  the  bones  discharged  were 
clean  and  white  as  if  from  long  maceration  ;  the  one  last  dis- 
charged is  covered  with  a  black,  calcareous  deposit  not  easily  re- 
moved. 

Shortly  subsequent  to  the  last  discharge  of  bone  the  patient 
had  a  severe  attack  of  pelvic  peritonitis,  during  which  I  saw  her, 
in  consultation  with  her  attending  physician,  Dr.  A.  H.  Briggs,  of 
Buffalo.  During  the  past  summer  she  had  a  similar  attack  of 
great  severity.  Her  health  at  present  is  good.  On  the  29th  of 
August  I  saw  Miss  B.  and  made  a  careful  examination.  Ab- 
dominal palpation  does  not  reveal  the  presence  of  any  tumor, 
but  some  portions  of  the  fetal  skeleton  doubtless  still  remain  un- 
discharged. The  remaining  portions  have  probably  become  en- 
cysted and  bound  down  by  inflammatory  adhesions,  as  there  has 
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been  no  attempt  at  discharge  for  over  a  year,  and  the  bladder 
has  resumed  about  its  normal  condition.  A  sound,  introduced 
when  I  last  saw  her,  came  in  contact  with  a  solid  body  fixed  at 
the  upper  part  of  the  bladder,  and  exterior  to  the  lining  mem- 
brane of  that  viscus.  This  solid  body  is  most  likely  the  base  of 
the  skull  encysted  and  now  producing  no  vesical  irritation. 

The  case  thus  briefly  detailed  possesses  several  points 
of  interest.  The  location  of  the  fetal  tumor  is  one  rarely 
assumed  in  cases  of  extra-uterine  pregnancy,  namely,  —  in 
front  of  the  uterus,  and,  as  the  discharge  of  the  fetal  re- 
mains seems  to  indicate,  above,  and  probably  to  a  certain 
extent  anterior  to  the  bladder.  The  diagnosis  of  pelvic 
hematocele  is  one  which  has  been  made  in  similar  cases  by 
other  observers. 

Parry  reports  two  or  three  such  errors  in  his  admirable 
work  on  extra-uterine  pregnancy. 

The  discharge  of  fetal  remains  through  the  bladder,  is, 
according  to  Parry,  one  of  the  most  infrequent  (being  but 
two  or  three  per  cent.)  of  the  various  methods  by  which 
they  may  be  disposed  of.  Of  spontaneous  elimination  — 
through  the  abdominal  walls,  intestinal  canal,  vagina,  and 
bladder,  —  the  latter  two  modes  are  said  by  Parry  to  be 
the  most  frequently  fatal,  but  his  figures  are,  as  he  admits, 
too  small  to  warrant  acceptance  of  his  results  as  final. 

The  termination  of  the  puncture  of  the  fetal  sac  made 
at  the  operation  for  the  supposed  hematocele,  namely  :  the 
decomposition  and  subsequent  discharge  of  the  fetus,  would 
seem  to  add  another  case  as  evidence  against  the  pro- 
priety of  the  early  puncture  of  the  sac  in  cases  of  extra- 
uterine pregnancy.  The  patient  in  this  instance  escaped 
the  dangers  of  septicemia,  but  on  three  occasions  (once 
immediately  following  the  operation,  and  twice  since)  she 
narrowly  escaped  death  by  peritonitis.  Indeed,  this  case 
goes,  in  my  opinion,  to  sustain  Parry  in  his  conclusion 
that  interference  should  be  delayed  until  demanded  by  the 
symptoms  present. 
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DISCUSSION. 

Dr.  John  L.  Atlee,  of  Lancaster,  Pa.  —  Mr.  President :  There 
certainly  can  be  no  general  rule  without  an  exception.  The  very- 
interesting  paper  which  Dr.  White  has  presented  to  us,  and  the 
remarks  which  he  has  made  with  reference  to  the  conclusion  at 
which  Dr.  Parry  arrived,  in  his  work  upon  extra-uterine  pregnancy, 
with  regard  to  the  propriety  of  any  surgical  interference,  induces 
me  to  call  the  attention  of  the  Society  to  a  case  in  which  my  son. 
Dr.  Walter  F.  Atlee,  had  occasion  to  deviate  from  the  rule,  and 
felt  himself  justified  in  performing  the  operation. 

The  patient  was  an  Irish  woman,  of  good  constitution,  who  had 
been  married  about  eighteen  years  without  having  conceived. 
Last  September  she  was  made  aware  of  something  living  in  the 
cavity  of  the  abdomen,  and  then  first  felt  the  motion  of  the  child. 
She  passed  along  without  special  symptoms  until  January,  when 
she  was  seized  with  pain  and  a  feeling  of  uneasiness. 

The  physician  who  was  called  diagnosticated  extra-uterine  preg- 
nancy. 

The  uterus  was  examined  and  found  empty.  The  abdomen  was 
examined,  and  a  body  as  large  as  a  child  at  the  eighth  month  of 
pregnancy  was  found  lying  transversely,  with  the  head  to  the  left 
and  the  extremities  to  the  right  side  of  the  mother.  The  walls 
of  the  abdomen  were  somewhat  attenuated,  and  permitted  a  thor- 
ough examination. 

The  gentleman  in  immediate  attendance  finding  that  the  health 
of  his  patient  was  declining,  consulted  Dr.  Atlee,  who  proposed, 
if  she  was  willing,  to  open  the  abdomen  for  the  purpose  of  remov- 
ing the  child.  The  result  was  that  she  entered  the  St.  Joseph's 
Hospital,  in  Philadelphia,  where  the  operation  was  performed  by 
my  son.  An  incision,  five  or  six  inches  in  length,  was  made  in 
the  median  line,  and  a  membrane  was  soon  reached  which  seemed 
as  tough  and  firm  as  the  dura  mater.  It  was  the  wall  of  the  cyst. 
An  opening  was  carefully  made,  and  probably  two  or  three  pints 
of  fluid  which  resembled  liquor  amnii  discolored  with  meconium 
escaped.  The  fluid  was  rapidly  absorbed  by  sponges  so  as  to  pre- 
vent anything  like  a  general  extravasation  into  the  cavity  of  the 
abdomen.  The  cavity  of  the  cyst  was  then  laid  open,  and  a  child 
weighing  four  and  a  half  pounds  was  found.  It  was  without  diffi- 
culty removed.     The  umbilical  cord,  which  was  nearly  two  feet  in 
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length,  was  divided,  and  about  seven  inches  left  attached  to  the 
placenta.  The  exceeding  thinness  of  the  membrane  constituting 
the  sac  at  its  posterior  portion  was  remarkable  ;  it  not  being  so 
thick  as  the  peritoneum. 

A  portion  of  the  cord  was  drawn  out  at  the  lower  angle  of  the 
wound,  which  was  then  closed.  The  woman  recovered  without 
a  single  bad  symptom,  and  it  is  not  known  what  became  of  the 
placenta,  A  few  shreds  of  membrane  were  discharged,  but  as  a 
whole  the  placenta  did  not  come  away.  Now  if  it  be  a  fact  that 
removal  of  the  placenta  is  the  great  danger  in  the  operation,  I 
do  not  see  why,  by  allowing  it  to  remain  undisturbed,  the  surgical 
interference  in  cases  of  extra-uterine  pregnancy  may  not  become 
as  popular  as  is  the  operation  of  ovariotomy  at  the  present  time. 
I  would  not  have  related  the  case,  except  for  the  principle  of 
practice  which  has  been  laid  down  by  Dr.  White,  namely,  —  never 
to  interfere. 

Dr.  D.  H.  Storer,  of  Boston.  —  There  are  so  few  cases  of 
extra-uterine  pregnancy  occurring  in  the  practice  of  any  one  indi- 
vidual, that  the  history  of  any  case  will  be  interesting.  About 
twenty  years  ago  one  of  my  patients  became  pregnant,  and  extra- 
uterine pregnancy  was  diagnosticated  at  the  end  of  the  fourth 
month  \  at  which  time  the  tumor  was  well-marked. 

There  was  nothing  in  the  symptoms  which  called  for  interfer- 
ence of  any  kind,  and  the  patient  was  left  unmolested. 

Only  a  short  period  of  time  elapsed  before  a  fetid  discharge 
from  the  rectum  appeared.  An  examination  was  made  for  the 
purpose  of  determining  its  cause,  when  a  small  bone  was  found 
protruding  into  the  rectum,  and  in  the  course  of  two  or  three  days 
it  made  its  complete  escape.  There  was  no  interference  except 
such  as  was  necessary  to  keep  the  parts  clean  ;  and  in  the  course 
of  three  months  all  the  bones  of  the  fetus  had  passed  off  by  way 
of  the  rectum,  and  are  now  in  the  Warren  Museum.  The  woman 
recovered,  and  has  since  had  two  children.  I  mention  the  case 
simply  as  an  illustration  of  the  non-necessity  of  surgical  inter- 
ference in  some  cases. 

Dr.  White.  —  Mr.  President :  I  did  not  mean  to  say  that  no 
operative  procedure  should  be  had  under  any  circumstances,  but 
that  the  abdomen  should  not  be  opened  until  nature  indicates  the 
necessity  for  some  surgical  interference.  I  believe  that  it  is  safer 
to  leave  the  case  until  nature  demands  our  cooperation. 

With  reference  to  the  placenta,  it  is  now  well  established  that 
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the  proper  method  of  treatment  is  to  allow  it  to  remain.  Dr. 
Thomas  has  reported  four  cases  in  which  the  placenta  was  left, 
and  no  unfavorable  result  followed.  I  have  no  doubt,  whether 
the  operation  is  performed  with  the  view  of  saving  the  life  of  the 
child  or  under  other  circumstances,  that  the  placenta  should  be 
left  undetached.  The  question  as  to  what  becomes  of  the  pla- 
centa involves  too  long  a  discussion  to  be  introduced  here. 

I  have  removed  the  fetus,  in  two  instances,  through  the  vagina, 
early  in  extra-uterine  pregnancy.  In  both  cases  death  took  place 
in  consequence  of  the  operation.  Now  I  should  leave  the  cases 
to  nature  until  she  indicated  that  surgical  interference  was  nec- 
essary. 


A  CASE  OF  FOOT  AND  HEAD  PRESENTATION  ; 
FRACTURE  OF  THE  SPINE  IN  UTERO. 

BY  JOSEPH   TABER  JOHNSON,    M.   D., 

Washington,  D.  C. 

On  the  night  of  March  4,  1878,  I  was  requested  by  Dr. 
S.  to  .visit  his  wife,  who  was  then  in  labor  with  her  third 
child.  She  was  a  strong  healthy  woman,  twenty  years  of 
age,  and  her  previous  labors  were  both  completed  in  less 
than  two  hours.  She  had  in  the  former  cases  recovered 
rapidly,  and  had  never  suffered  from  any  uterine  disease. 

This  labor  set  in  at  two  p.  m.  She  made  good  progress, 
and  at  four  p.  m.  the  waters  broke  and  a  midwife  in  attend- 
ance diagnosticated  a  breech  presentation  preceded  by  a 
foot.  The  doctor  was  not  at  home,  and  did  not  reach  his 
house  until  nine  p.  m.  He  ascertained  that  his  wife's  pains 
had  been  increasing  in  frequency  and  intensity  up  to  about 
that  hour,  but  had,  from  that  time,  gradually  diminished  in 
strength,  until  they  finally  ceased  to  produce  any  further 
descent  of  the  presenting  part,  and  were  simply  a  source  of 
aggravation  and  discouragement. 

Upon  examination,  having  in  mind  the  midwife's  state- 
ment, he  thought  he  confirmed  her  diagnosis  of  a  breech 
and  footling  presentation.  The  vagina  was  hot  and  dry, 
the  pulse  1 20,  and  she  was  restless,  feverish,  and  apprehen- 
sive of  speedily  approaching  death.  I  arrived  at  i  a.  m. 
Her  restlessness  and  anxiety  had  been  constantly  increas- 
ing until  she  had  now  become  almost  unmanageable.  It 
was  impossible  to  complete  a  diagnosis  until  the  vulva  and 
vagina  had  been  thoroughly  lubricated  and  softened  with 
oil,  and  her  restlessness  was  so  great  that  her  husband 
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and  nurse  were  obliged  to  restrain  her  while  I  made  the 
examination. 

The  right  foot  was  found  in  advance  of  the  head,  which 
was  presenting  with  the  occiput  to  the  right  acetabulum  and 
was  crowned  by  a  large  puffy  caput  succedaneum,  which  had 
been  mistaken  for  a  breech.  Although  the  necessity  for 
speedy  delivery  was  apparent,  I  was  unable  to  push  up 
either  the  foot  or  the  head  and  thus  dissolve  the  wedge,  as 
Barnes  calls  it,  and  secure  a  simple  head  or  footling  presen- 
tation ;  I  sent  at  once  for  chloroform  and  ergot,  but  fully 
an  hour  elapsed  before  they  could  be  obtained.  In  the 
mean  time  uterine  contractions  came  on  again  with  such 
power,  that  I  feared  rupture  of  the  walls  of  the  organ,  and 
besought  the  patient  not  to  bear  down,  and  endeavored  to 
calm  her  fears  and  jactitation  until  the  arrival  of  the  chloro- 
form. Previous  to  her  coming  under  its  influence  the 
pains  had  driven  the  presenting  parts  through  the  brim  of 
the  pelvis,  and  the  walls  of  the  uterus  so  firmly  compressed 
the  body  of  the  child  that  I  found,  when  I  came  to  explore 
the  parts  fully,  that  it  was  then  practically  impossible  to 
change  the  presentation  into  a  more  favorable  one,  in  spite 
of  persistent  efforts. 

The  doctor  and  his  wife  were  both  positive  that  the  child 
was  alive  at  nine  o'clock.  Very  careful  but  unavailing  ex- 
amination was  made  for  signs  of  life,  after  the  patient  be- 
came manageable  under  chloroform.  Having  in  remem- 
brance the  experience  of  Cazeaux,^  in  a  similar  case,  where 
the  left  foot  presented  in  advance  of  the  face  of  the  child, 
in  which  both  he  and  the  attending  physician  exhausted 
themselves  in  fruitless  efforts  to  deliver  with  the  forceps, 
and  finally  had  to  deliver  by  craniotomy,  I  was  inclined  to 
lose  "no  time,  but  to  proceed  at  once  to  perforate  and  to 
deliver  with  the  cranioclast.  It  did  not  seem  wise,  when 
the  head  was  so  wedged  in  the  pelvis,  with  the  foot  and 
ankle  swollen  and  immovable,  to  waste  time  by  a  trial  of 
the  forceps. 

The  husband,  however,  had  such  a  horror  of  craniotomy, 

^  Traiti  des  Accouchements. 
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that  I  yielded  to  his  earnest  entreaties  and  applied  after 
some  difficulty,  the  blades  of  Simpson's  forceps,  and  locked 
them.     Her  pulse  was  then  140  and  her  temperature  101.5. 

Upon  making  traction  the  instrument  at  first  slipped,  but 
it  was  reapplied,  and  retained  its  grasp  upon  the  head, 
which,  after  the  expenditure  of  much  force,  advanced  ;  the 
foot,  all  the  time  retaining  its  relative  position,  first  made 
its  appearance  at  the  vulva ;  the  head  soon  followed  and 
the  child  was  born.  A  full  dose  of  Squibb's  fluid  extract 
of  ergot  was  administered,  and  the  placenta  delivered  by 
expression. 

The  patient  recovered  well  from  the  effects  of  the  anes- 
thetic, and  was  placed  comfortably  in  bed.  She  made  an 
excellent  recovery,  was  about  the  house  in  ten  days  and  in 
three  weeks  from  the  time  of  her  delivery  walked  two 
squares  to  attend  church. 

The  child  was  still-born,  and  had  "its  spinal  column  frac- 
tured in  the  lower  third  of  the  dorsal  region.  When  put  on 
a  table,  the  angle  in  its  body  we  concluded  was  about  the 
same  which  it  must  have  acquired  while  undergoing  its 
severe  compression  in  titero,  having  a  projecting  point  in 
the  middle  of  its  back.  In  order  for  the  foot  and  ankle  to 
have  presented  at  the  side  of,  and  in  advance  of  the  head, 
the  force  of  the  uterine  contractions  must  have  been  ex- 
pended in  such  a  direction  as  to  drive  the  head  and  pelvis 
of  the  child  into  the  parturient  canal  at  the  same  time. 
The  vertebral  column  could  not  withstand  this  force,  and 
gave  way  and  was  fractured,  as  above  mentioned. 

The  skin  was  mottled  and  ecchymosed  in  patches,  which, 
after  being  washed,  presented  the  appearance  of  bruises 
or  contusions.  The  fetus  was  literally  squeezed  to  death. 
It  bore  evidence  of  having  ceased  to  live  only  a  short  time 
previous  to  delivery,  indeed,  so  uncertain  were  we  of  its 
actual  death,  that  we  continued  for  some  time  to  use  the 
various  means  for  restoring  it  to  life.  In  presenting  the 
history  of  this,  to  me,  remarkable  case,  I  desire  to  make  a 
single  statement  in  regard  to  the  treatment. 

The  question  will  probably  occur  to  some  of  the   gen- 
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tlemen  present,  why  was  any  operation  necessary  when  the 
pains  had  revived,  and  become  so  continuous  and  power- 
ful that  the  head  had  made  some  progress.  Very  soon 
after  my  iirst  examination  the  uterus  seemed  provoked  into 
vigorous  and  rapid  contraction,  which  simulated  closely  the 
tetanic  rigidity  induced  by  large  doses  of  ergot. 

The  vertex  and  lower  extremity  being  at  once  in  the  pel- 
vic cavity,  as  the  larger  portions  of  these  presenting  parts 
advanced  they  became  firmly  wedged  in  the  pelvis,  and 
made  no  further  progress  in  response  to  the  most  frequent 
and  vigorous  pains.  No  advance  was  made  during  the  last 
hour  of  the  labor.  The  maternal  parts  were  becoming  more 
heated  and  dry,  the  pulse  and  temperature  were  far  above 
normal,  the  uterus  was  in  danger  of  rupture,  the  compres- 
sion of  the  soft  parts  was  great,  and  the  patient  liable  to 
the  supervention  of  fatal  exhaustion.  Her  only  safety  was 
in  as  speedy  delivery  as  was  compatible  with  the  preserva- 
tion of  the  integrity  of  her  structures. 

It  is  quite  probable  that  had  the  child  been  turned  at 
nine  o'clock  it  might  have  been  born  alive,  and  had  the 
mother's  restlessness  and  refusal  to  remain  quiet  without 
chloroform,  not  prevented,  I  could  probably  have  delivered 
by  version,  or  at  least  changed  the  presentation  for  one  more 
favorable,  upon  my  arrival  at  i  a.  m.  The  hour  consumed 
in  the  search  for  anesthetics  was  the  golden  opportunity 
which  was  lost,  so  far  as  the  child  was  concerned.  My  ex- 
perience in  prolonged  labors  and  in  the  causation  of  puer- 
peral diseases  has  pretty  thoroughly  convinced  me  that  the 
danger  in  most  of  these  cases  is  in  proportion  to  the  length 
of  the  second  parturient  stage,  and  that  our  prophylaxis  is 
successful,  in  proportion  to  our  ability  to  shorten  that  stage 
and  thereby  relieve  the  maternal  soft  parts  from  pres- 
sure. 

Compression  by  the  impacted  fetal  head  is  a  most  pro- 
lific cause  of  the  various  inflammations,  sloughing  of  tissue, 
fistula:,  exhaustion,  and  puerperal  fever  from  absorption  of 
septic  material. 

Recent  analyses  of  the  statistics  of  forceps  cases  with 
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especial  reference  to  these  points  made  by  Braxton  Hicks,^ 
and  Phillips  of  London,  Kidd  ^  of  Dublin,  Emmet,^  Busey,^ 
and  others  in  this  country,  should  have  great  weight,  if  they 
do  not  convince  us  that  these  conditions  are  produced,  not 
by  the  too  early  or  too  frequent  resort  to  the  forceps  in 
cases  of  delay  in  the  second  stage,  as  is  claimed  by  those 
who  oppose  the  modern  use  of  this  noble  instrument ;  but 
by  the  neglect  to  resort  sufficiently  early  to  artificial  means 
for  expediting  the  delivery,  where  impaction  has  occurred. 

In  presenting  the  history  of  a  case,  a  discussion  of  the 
forceps  operation  is  hardly  in  place,  and  I  do  not  intend  to 
discuss  it,  but  would  simply  say  that  it  seems  to  me  that 
great  good  could  be  done  by  our  society  in  giving  its  author- 
ity and  assent  to  the  statement  that  the  forceps  operation 
should  be  regarded  by  the  profession,  generally,  as  a  means 
of  preventmg  danger  to  both  the  mother  and  child,  as  well 
as  a  means  of  rescuing  the  mother  from  an  actual  danger 
when  she  has  drifted  into  it. 

I  know  of  no  case  in  obstetric  literature  which  bears  a 
very  close  resemblance  to  the  one  of  which  I  have  had  the 
honor  to  read  the  history  here  to-day.  Hence  I  present  it 
more  for  the  purpose  of  placing  it  upon  record  in  the  next 
volume  of  our  Transactions,  than  with  the  thought  of  elicit- 
ing discussion. 

^  Obst.  Trans.,  vol.  xiii. 

^  Inaugural  Address,  Dublin  Obst.  Society,  187 1. 

3  Vesico-vaginal  FisttilcB. 

*  In  a  contribution  to  the  Amer.  Jour,  of  Obst.  (vol.  iv.,  p.  253, 
1872),  entitled,  "  Impaction  a  Cause  of  Vesico-vaginal  Fistulae,"  Dr. 
Busey  has  shown  by  an  analysis  of  the  cases  of  vesico-vaginal  fistulje 
reported  by  Dr.  Emmet  in  his  work  on  Vesico-vagitial  Fistulce,  that 
delay  in  effecting  delivery  after  impaction  has  occurred  is  the  cause  of 
the  accident,  which  an  earlier  resort  to  the  forceps  might  have  pre- 
vented. He  has  also  demonstrated  by  the  same  analysis  that  the  ear.T 
application  of  the  forceps  saves  the  lives  of  many  children. 
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DISCUSSION, 

Dr.  Engelmann,  of  St.  Louis.  —  Dr.  Johnson's  paper  calls  to 
mind  a  case  which  I  wish  to  mention. 

The  child  was  born  with  many  of  its  bones  broken,  and  in  many 
places  it  was  evident  that  fracture  had  occurred  and  the  bones 
had  united.  One  humerus  and  several  of  the  ribs  had  evidently 
been  fractured,  one  having  united  with  a  well-defined  callus. 
There  was  no  history  of  injury  to  the  mother  while  the  child  was 
being  carried  in  utero. 

Dr.  Noeggerath,  of  New  York.  —  I  have  in  mind  a  case  which 
is  very  much  like  that  related  by  Dr.  Engelmann  ;  there  being 
fracture  of  one  femur  and  one  humerus.  The  delivery  was 
natural. 

The  same  child  before  it  was  five  years  old  had  had  thirty-two 
more  fractures.  She  lived,  however,  until  the  age  of  thirty  years. 
Then  I  saw  her  and  she  was  delivered  of  a  child  by  Cesarean  sec- 
tion on  account  of  a  contraction  of  the  antero-posterior  diameter 
of  the  pelvis  to  one  quarter  of  an  inch. 

It  was  a  case  of  extreme  rachitic  softening  of  the  bones,  and 
her  skeleton  is  now  in  the  Museum  at  Bonn. 

Dr.  Penrose,  of  Philadelphia.  —  In  connection  with  Dr.  John- 
son's case,  I  will  relate  a  case  of  placenta  previa,  in  which  a  por- 
tion of  the  placenta  was  separated,  the  woman  dying  from  flood- 
ing.    I  was  asked  to  see  her,  and  attempted  to  turn  and  deliver. 

I  brought  a  foot  down  into  the  vagina,  but  the  head  refused  to 
leave  the  mouth  of  the  uterus,  and  the  child  was  in  exactly  the 
same  position,  as  in  the  primitive  presentation  in  Dr.  Johnson's 
case.  As  the  woman  was  fast  dying,  the  question  was  how  to 
effect  the  most  rapid  delivery.  I  carried  a  fillet  up  over  my  hand 
and  fastened  it  to  the  ankle  of  the  presenting  foot.  Then  Dr. 
Fish,  the  attending  physician,  pulled  upon  the  fillet  as  nearly  as 
possible  downward  and  backward,  while  I  pushed  upward  and 
succeeded  in  rotating  the  fetus  in  the  cavity  of  the  uterus.  In  the 
course  of  ten  minutes  the  woman  was  delivered.  Efforts  at  ver- 
sion in  the  usual  manner  had  entirely  failed,  but  in  the  manner 
described  it  was  accomplished  without  serious  difficulty. 

Dr.  Campbell,  of  Georgia,  referred  to  a  case  in  which  fracture 
of  a  rib  had  evidently  occurred  in  utero. 

Dr.  Johnson.  —  I  made  about  the  same  effort  to  deliver  in 
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this  instance  as  was  made  by  Dr.  Penrose,  but  the  impaction 
was  so  great  that  it  was  impossible  to  change  the  position  of  the 
child,  the  difficulty  being  greatly  increased  by  the  extreme  restless- 
ness of  the  mother  and  the  severity  of  the  uterine  contractions- 
Whereas  in  the  case  related  by  Dr.  Penrose  it  is  possible  that  ver- 
sion might  have  been  more  readily  accomplished  owing  to  the 
weakness  of  the  patient  from  loss  of  blood. 
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THE   NECESSITY   FOR    EARLY    DELIVERY,  AS 

DEMONSTRATED   BY  THE  ANALYSIS   OF 

ONE   HUNDRED   AND    SIXTY-ONE 

CASES  OF  VLSI  CO-VAGINAL 

FISTULA. 

BY  THOMAS  ADDIS  EMMET,   M.   D., 
New   York. 

I  HAVE  recently  had  occasion  to  tabulate  the  histories  of 
one  hundred  and  sixty-one  cases  of  vesico-vaginal  fistula, 
treated  by  me  in  the  Woman's  Hospital.  These  represent 
but  a  portion  of  the  total  number  which  have  been  under 
my  care,  but  the  records  of  the  remainder  are  not  now 
available. 

From  a  study  of  this  material  several  points  have  arisen 
which  I  have  deemed  important  and  worthy  of  a  full  dis- 
cussion by  this  Society.  At  the  outset  I  must  state  that 
an  analysis  of  these  cases  establishes  the  following  facts  :  — 

Instrumental  delivery  has  rarely,  if  ever,  any  agency  in 
the  production  of  vesico-vaginal  fistula. 

The  direct  cause  is  always  the  delay  in  delivery  after  im- 
paction has  taken  place,  while  the  indirect  one,  in  a  large 
proportion  of  cases,  is  a  neglect  to  empty  the  bladder. 

The  extent  of  the  injury  does  not  necessarily  bear  any 
relation  to  the  length  of  the  labor,  but  is  generally  depend- 
ent upon  the  mode  of  delivery.  This  assertion  rests  on  the 
supposition  that  we  can  determine  the  average  amount  of 
damage  by  the  length  of  time  necessary  to  repair  it  after- 
wards. 

In  the  accompanying  table  I  have  given  the  different 
modes  of  delivery,  with  the  results  of  treatment.  The  cases 
have  been  classified  under  the  heads  of  "  artificial  delivery," 
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"by  the  unaided  efforts  of  nature,"  "delivered  by  the  use  of 
ergot,"  and  "where  mode  of  deUvery  was  not  stated."  The 
result  of  treatment  is  shown  by  the  "cured,"  "improved," 
"not  improved,"  "died,"  and  "  result  not  given,"  with  the 
"total."  Each  is  subdivided  into  the  number  of  cases,  the 
average  time  in  labor,  computed  from  rupture  of  the  mem- 
branes as  the  most  certain  indication  of  labor  begun,  and 
time  under  treatment.  After  the  grand  total  follows  the 
relative  proportion  of  those  women  who  were  delivered  by 
the  different  methods. 

We  next  have  the  fact  that  in  these  one  hundred  and 
sixty-one  labors  resulting  in  injury  to  the  mothers,  eighty-six 
children,  or  over  fifty  per  cent.,  were  stillborn.  The  manner 
of  delivery,  the  average  time  in  labor,  and  time  under  treat- 
ment are  there  given,  and  the  number  of  children  which 
were  of  unusual  size. 

Finally,  the  condition  of  the  bladder  during  labor  is  given, 
with  the  average  length  of  time  after  delivery  at  which  the 
urine  began  to  escape.  These  numbers  do  not  include  all 
in  which  the  bladder  was  emptied  or  not,  but  are  only  taken 
in  connection  with  the  stillborn ;  yet  the  proportion  is  near 
enough  to  that  of  the  total  number  to  answer  every  pur- 
pose. 

With  this  general  description  of  the  table  we  can  now  take 
up  the  points  in  detail. 

To  establish,  beyond  question,  the  effect  of  instrumental 
delivery  in  these  cases  is  a  most  important  matter  from  its 
medico-legal  bearing,  since  suits  have  been  instituted  for 
malpractice  on  the  plea  of  damage  resulting  from  a  want  of 
dexterity.  The  most  conclusive  evidence  to  the  jury  is  the 
fact  shown,  that  there  was  no  escape  of  urine  in  these  cases 
until  the  moment  of  delivery.  Yet  in  reality  but  little  con- 
nection exists  between  the  supposed  cause  and  effect. 

I  claim  that  the  damage  is  from  impaction  of  the  child's 
head  causing  an  obliteration,  by  pressure,  of  the  circulation 
through  the  soft  parts  of  the  mother,  and  half  an  hour  of 
this  obstruction  may  cause  the  most  extensive  loss  from 
sloughing.     Therefore,  when  the  urine  has  escaped  at  the 
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A  COMPAEISON  BETWEEN  DIFFERENT  MODES  OF  DELIVERY.  —  AVEEAGB  TiMK    IN  LABOB. —  ABS 

KENT. —Where  Vbsico-vaoinal  Fistula  eesulted. 
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moment  of  delivery,  the  damage,  with  scarcely  an  exception, 
had  already  been  done,  and  a  slough  formed  which  became 
loosened  only  as  the  child  was  withdrawn. 

I  do  not  hesitate  to  make  the  statement  that  I  have  never 
met  with  a  case  of  vesico-vaginal  fistula  which  could  be 
shown  to  have  resulted  from  instrumental  delivery.  On 
the  contrary,  however,  the  entire  weight  of  evidence  is  con- 
clusive in  proving  that  the  injury  is  a  consequence  of  delay 
in  delivery. 

For  the  present  we  will  assume  this  statement  to  be  proved, 
that  we  may  avoid  a  necessity  for  repetition. 

The  subject  can  be  better  treated  of  by  beginning  with 
one  of  the  chief  indirect  causes,  the  retention  of  urine. 

If  it  were  shown  that  medical  men  had  been  in  charge  of 
these  women,  a  study  of  the  table  I  have  presented  would 
indicate  great  neglect  or  ignorance.  But  for  the  credit  of 
the  profession  I  am  happy  to  state  that  my  investigations  on 
this  point  are  most  satisfactory.  Whether  the  injury  was 
sustained  in  Europe  or  in  this  country,  but  few  received 
medical  care.  The  history  of  many  shows  that  they  were 
attended  by  irresponsible  women,  or  had  no  one  until  at  the 
last  moment,  when  a  regular  practitioner  was  called  in  to 
effect  the  delivery.  With  but  very  few  exceptions  have  I 
failed  in  tracing  out  some  reasonable  cause  for  the  injury 
where  the  case  had  been  attended  by  a  medical  man. 

But,  to  our  credit,  I  must  place  the  fact  on  record,  that 
more  than  half  of  these  women  were  sent  from  the  poor- 
houses  abroad.  They  had  become  burdens  in  consequence 
of  this  injury,  and  were  admitted  to  the  Woman's  Hospital 
almost  immediately  after  their  arrival.  Very  few  Americans 
were  to  be  found  among  the  remainder,  and  they  came,  with 
but  few  exceptions,  from  the  thinly  settled  portion  of  our 
country.  I  have  never  known  a  case  to  occur  among  the 
better  classes  of  people  in  the  city  of  New  York. 

Beyond  question,  in  the  majority  of  cases,  a  neglect  to 
empty  the  bladder  has,  by  retarding  the  progress  of  labor, 
proved  an  indirect  cause  of  vesico-vaginal  fistula. 

In  looking  over  the  averages  of  retention,  as  given  in  the 
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table,  one  can  but  be  astonished  at  the  capacity  of  the  female 
bladder.  The  neglect  to  empty  the  bladder  before  attempt- 
ing delivery  is  another  feature  made  most  prominent.  The 
statement  so  often  given,  that  "  the  urine  escaped  as  soon  as 
the  head  was  delivered  by  the  forceps,"  is  not  necessarily  an 
indication  of  harm  done  by  the  instrument,  but  conclusive 
evidence  of  neglect  on  the  part  of  the  operator  in  emptying 
the  bladder.  But  while  no  especial  harm  may  have  accrued 
to  the  mother  from  this  neglect,  it  is  evident  that  the  life 
of  the  child  was  placed  more  in  jeopardy ;  on  account  of  the 
space  occupied  by  the  over-distended  bladder,  a  resort  to  a 
greater  amount  of  force  would  be  necessary  to  accomplish 
the  delivery.  If  any  harm  came  to  the  mother  it  would  be 
confined  to  the  neck  of  the  bladder,  where  a  laceration 
might  occur,  if  a  slough  did  not,  but  the  danger  from  re- 
tention would  cease  as  soon  as  the  slightest  opening  took 
place. 

If  the  testimony  of  these  women  can  be  relied  upon,  as 
to  the  frequent  neglect  to  use  the  catheter  before  resorting 
to  artificial  delivery,  the  question  would  naturally  present 
itself  as  to  cause  and  effect.  In  the  total  number  there  were 
seventy  cases  where  the  average  time  was  nearly  ten  days 
after  delivery  before  separation  of  the  slough  took  place, 
while  with  fifty  women  the  urine  escaped  immediately  on 
the  termination  of  the  labor.  It  is,  therefore,  not  impossi- 
sible  that,  in  many  cases,  the  exciting  cause  of  the  inflam- 
mation, which  ended  in  sloughing,  had  its  origin  in  the  ad- 
ditional force  necessary  to  effect  the  delivery  while  the 
bladder  was  thus  over-distended. 

That  so  well  known  a  procedure  should  be  neglected 
before  attempting  the  operation  of  artificial  delivery,  seems 
almost  incredible.  But  I  find  this  was  committed  quite  as 
commonly  abroad  as  at  home,  and  by  a  class  of  men  who 
would  never  have  neglected  such  a  precaution  in  private 
practice.  The  only  explanation,  if  it  can  be  accepted  as 
one,  is  the  hasty  rendering  of  a  gratuitous  service  without 
previous  responsibility  in  the  case,  and  with  the  single  pur- 
pose of  accomplishing  the  delivery  with  the  least  loss  of 
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time.  We  must  also  bear  m  mind  how  frequently  women 
of  this  class  will  mislead  us,  through  want  of  intelligence. 
Moreover,  a  woman  with  impaction  is  often  able  to  empty 
the  bladder  only  partially  by  her  own  exertion,  and  may 
deceive  herself  as  to  its  true  condition.  Therefore,  there 
can  be  but  one  safe  course  to  adopt,  that  is,  to  introduce  a 
male  catheter,  or  an  elastic  one,  in  every  case,  without  any 
regard  to  the  statement  of  the  patient. 

But  under  some  conditions  the  head  may  be  so  jammed 
in  the  pelvis  as  to  make  the  introduction  of  the  catheter  an 
impossibility  unless  such  force  be  employed  as  might  pro- 
duce a  false  passage  or  lead  to  subsequent  inflammation  of 
the  urethra.  If  the  forceps  can  be  applied  this  difficulty 
may  be  overcome,  since  it  will  then  be  easy  to  lift  the  head 
up,  or  turn  it  to  one  side  sufficiently  to  admit  of  the  intro- 
duction of  a  male  catheter.  Therefore,  delivery  should 
never  be  attempted  until  after  the  bladder  has  been  emptied, 
since  the  child  would  be  likely  to  be  lost,  and  the  neck  of 
the  bladder  be  lacerated.  Should  the  condition  occur  that, 
from  some  special  cause,  the  forceps  could  not  be  applied, 
and,  in  consequence,  the  introduction  of  the  catheter  be 
impossible,  the  aspirator  should  be  used.  This  operation 
has  been  frequently  performed  on  the  male,  by  passing  the 
fine  trocar  just  above  the  pubes  so  as  to  enter  the  bladder 
below  the  dip  of  the  peritoneum,  and  it  has  been  done 
without  the  slightest  bad  consequence.  I  should  hold  this 
to  be  the  proper  course  of  treatment,  so  long  at  least  as  the 
child  was  alive,  and  even  if  craniotomy  should  be  performed 
afterwards,  the  space  thus  gained  would  prove  advantageous. 
But  we  have  no  right  to  sacrifice  the  life  of  the  child,  even 
if  the  mother  be  in  danger,  so  long  as  there  is  a  possibility 
of  saving  both,  with  little  increase  of  risk  to  the  mother. 
Therefore,  the  bladder  must  be  emptied  before  the  next 
step  can  be  decided  upon. 

The  progress  of  labor  is  frequently  retarded  and  even 
arrested  by  a  distended  bladder,  yet  delivery  often  takes 
place  promptly  by  the  efforts  of  nature  alone,  after  the  ac- 
cumulation of  urine  has  been  removed. 
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The  table  shows  that  tnis  xcsion  occurred  in  women  dur- 
ing the  first  to  fifteenth  labor.  Eighty-five  of  the  women 
were  injured  in  their  first  labor,  and  twenty -four  in  their 
second,  but  after  each  succeeding  labor  the  liability  is 
shown  to  have  diminished. 

The  average  duration  of  labor,  for  the  total  number,  was 
58.61  hours,  and  for  the  first  labor  67.34  hours.  This  is  the 
longest  average  for  any  labor,  with  the  exception  of  the  fif- 
teenth, which  represents  only  a  single  case.  The  inference 
is  a  natural  one,  that  the  extent  of  injury  would  bear  some 
relation  to  the  duration  of  the  labor.  Under  certain  cir- 
cumstances the  longer  a  woman  is  allowed  to  remain  un- 
delivered, the  greater  will  be  the  risk  of  extensive  injury 
to  the  soft  parts.  But,  as  a  rule,  it  is  a  question  of  doubt 
if  there  be  any  connection.  That  such  was  the  fact  was 
made  most  apparent  from  a  study  of  these  histories  in 
detail.  In  one  instance,  a  primipara,  but  twenty-four  hours 
elapsed  from  the  first  pain  to  the  delivery  of  the  child,  with 
the  aid  of  ergot.  The  result  was  such  a  destruction  of 
tissue  as  to  require  twenty  operations,  and  three  years  of 
treatment,  to  complete  the  restoration.  In  another  case, 
the  fifth  labor  lasted  eight  hours  and  a  half,  when  it  was 
terminated  by  version.  The  fistula  itself  was  as  large  as 
in  the  preceding  case,  but  was  cured  by  a  single  opera- 
tion. In  another  instance,  the  child  was  not  delivered  for 
eight  days  after  labor  was  ushered  in  by  rupture  of  the 
membranes,  and  yet  she  sustained,  by  comparison,  but  little 
damage. 

Since  the  loss  of  tissue  is  not  in  proportion  to  the  length 
of  the  labor,  as  has  been  stated,  and  since  we  cannot  judge 
of  the  degree  of  impaction,  there  is  but  one  safe  course  to 
adopt,  and  that  is  speedy  delivery.  I  have  for  years  taught, 
in  this  connection,  that  so  long  as  the  head  receded  after 
a  pain  the  patient  could  be  in  little  danger,  notwithstand- 
ing the  duration  of  the  labor  may  have  been  prolonged. 
The  jeopardy  to  the  patient  begins  from  the  moment  when 
the  head  becomes  stationary,  and  the  child  should  be  re- 
moved as   soon  thereafter  as  possible.     Just  as  the  head 
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leaves  the  uterus,  and  the  neck  is  still  being  grasped,  there 
will,  of  course,  be  no  retrocession  for  the  moment.  But  the 
head  in  this  condition  has  gone  too  far  to  cause  damage  at 
the  superior  strait,  and  it  has  not  yet  reached  the  inferior  one. 
The  rule  then  is  applicable  when  the  head  and  shoulders 
have  already  escaped  from  the  uterus,  and  the  presenting 
part  has  begun  to  reach  the  floor  of  the  pelvis.  At  this  stage 
of  the  labor,  more  particularly,  when  the  head  ceases  to  re- 
cede after  a  pain,  it  is  proof  positive  that  the  soft  parts  of 
the  mother  have  already  lost  their  natural  elasticity,  and  de- 
livery must  then  be  brought  about  speedily,  or  great  damage 
may  result. 

I  certainly  do  not  pretend  to  dictate  to  the  experienced 
operator  how  much  earlier  it  might  be  advisable  to  effect 
delivery,  or  to  advocate  the  more  frequent  use  of  instru- 
ments. These  points  must  be  determined  by  the  attending 
physician,  in  each  individual  case.  But  I  wish  to  establish 
some  definite  rule,  which  has  not  yet  been  done,  for  the  guid- 
ance of  those  who  have  had  less  experience.  For  this 
purpose,  then,  we  cannot  have  a  better  safety  limit  than  the 
one  proposed,  which  can  be  recognized  immediately  as  an 
indication  of  danger,  so  that  the  needed  relief  can  be  at  once 
applied,  or  the  attendant  can  seek  the  aid  of  others.  I  have 
claimed  that  one  who  was  famiHar  with  the  mechanism  of 
labor,  but  wanting  in  practical  experience,  could  do  less 
damage  in  the  application  of  a  pair  of  forceps,  than  if  he  left 
the  delivery  in  such  a  case  to  the  efforts  of  nature. 

It  will  now  be  shown  that  the  women  who  were  delivered 
by  artificial  means,  after  impaction,  really  sustained  far  less 
damage  to  the  soft  parts  than  those  in  which  the  labor  was 
terminated  by  means  of  ergot,  or  by  the  unaided  efforts  of 
nature. 

The  table  shows  us  that  the  women  who  were  delivered  by 
artificial  means  averaged  71.67  hours,  being  longer  in  labor 
than  those  delivered  by  the  aid  of  ergot,  or  by  the  unaided 
efforts  of  nature.  The  number  will  be  greater  for  those  who 
have  borne  but  one  child,  since  nearly  two  thirds  of  all  these 
women  were  injured  during  their  first  labor.    On  making  the 
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comparison  with  those  delivered  by  means  of  forceps,  or 
through  the  efforts  of  nature,  it  was  found  that  where  nature 
could  effect  the  expulsion  it  was  accomplished  in  one  third 
of  the  time.  By  reference  to  our  table  it  appears  that  nature 
effected  the  delivery  in  44.44  hours,  on,  an  average,  while  the 
artificial  delivery  was  not  terminated  under  an  average  of 
62.82  hours.  With  so  great  a  difference  between  the  two 
classes  in  the  average  duration  of  labor,  it  would  be  natural 
to  suppose  that  by  comparison  the  destruction  of  tissue 
would  be  but  slight,  and  the  time  under  treatment  less  for 
those  who  were  delivered  without  aid.  But  the  fact  cannot 
be  questioned,  nor  can  it  be  reiterated  too  often,  that,  after 
impaction  has  taken  place,  far  more  damage  will  result  from 
leaving  the  head  to  be  forced  out  by  the  action  of  the  uterus, 
than  will  occur  after  any  form  of  instrumental  delivery. 

As  I  have  pointed  out,  we  have  in  the  table  the  different 
modes  of  delivery  separately  given,  so  that  this  comparison 
can  be  easily  made,  and  in  connection  with  each  is  placed 
the  number  of  weeks  these  women  were  under  treatment. 

The  average  time  of  cure  for  one  hundred  women,  after 
artificial  delivery,  was  15.24  weeks,  and  for  the  total  number 
under  treatment  the  period  was  15.48  weeks.  For  the 
women  who  were  delivered  by  the  efforts  of  nature,  the 
average  time  under  treatment,  of  those  who  were  cured, 
was  19.63  weeks,  and  21.37  weeks  for  all  of  this  class  who 
were  under  treatment.  Thus,  they  who  were  cured  required 
one  month  longer  treatment,  and  an  additional  operation, 
which  would  be  given  in  that  time.  In  addition  all  who 
were  under  treatment  averaged  about  six  weeks  longer  than 
those  who  had  been  delivered  through  artificial  means. 

The  number  who  were  delivered  through  the  use  of  ergot 
alone  is  very  small,  and  the  average  result  from  such  would, 
under  ordinary  circumstances,  be  of  little  value ;  yet  in  con 
nection  with  the  subject  under  consideration  it  is  not  with- 
out importance.  If  the  danger  is  greater,  after  impaction, 
in  consequence  of  allowing  the  delivery  to  be  accomplished 
by  dint  of  uterine  contractions,  the  consequences  are  shown 
to  be  more  severe  when  the  action  has  been  increased  by 


124     EARLY  DELIVERY  AA^D   VESICO-VAGINAL  FISTULA. 

the  use  of  ergot.  These  six  cases  averaged  over  thirty-four 
u^eeks,  under  treatment,  in  contrast  to  fifteen  v^eeks,  in  round 
numbers,  for  the  cases  cured  who  had  been  delivered  through 
artificial  means. 

In  other  words,  these  cases  were  nearly  five  months 
longer  under  treatment  than  those  delivered  by  instruments, 
and  over  three  months  longer  than  those  cases  which  had 
been  left  to  the  unaided  efforts  of  nature. 

Truly,  these  facts  are  calculated  to  remove  much  of  the 
prejudice  which  still  exists  against  instrumental  delivery, 
which  is  shadowed  under  the  plea  of  opposition  to  so-called 
meddlesome  midwifery.  While  it  is  generally  acknowledged 
that  the  procedure  is  often  resorted  to  without  any  urgent 
necessity,  we  cannot  ignore  the  consequence  of  neglect  in 
these  cases.  We  must  accept  the  teaching  that  vesico-vagi- 
nal  fistula  could  not  occur  from  a  slough  if  delivery  was  al- 
ways brought  about  as  soon  as  the  head  ceased  to  recede 
after  the  cessation  of  an  expulsive  effort  of  the  uterus. 


DISCUSSION. 

Dr.  Smith,  of  Philadelphia.  —  I  think  this  paper  is  just  what 
we  wish  in  the  teaching  of  obstetrics,  as  it  shows  the  practical  re- 
sults of  certain  methods  of  treatment  as  observed  by  members  of 
the  profession  who  are  not  themselves  obstetricians,  but  who  can 
study  the  effects  of  different  courses  of  treatment  with  reference 
to  accidents  and  injuries  produced. 

The  results  of  Dr.  Emmet's  observations,  so  far  as  the  forceps 
are  concerned,  are  very  satisfactory  to  us  who  are  in  the  habit  of 
teaching  the  early  use  of  the  instrument. 

It  is  beyond  dispute  that  the  number  of  cases  of  vesico-vaginal 
fistula  is  very  much  less  now  than  in  old  times,  when  the  doc- 
trines of  Blundell  and  others  were  prevalent,  which  required  that 
the  patient  should  be  twenty-four  hours  in  labor  after  dilatation  of 
the  OS  uteri,  before  the  physician  was  warranted  in  applying  the 
forceps. 

We  all  know  that  the  forceps  can  be  applied  too  early,  but  Dr. 
Emmet  gives  us  encouragement  in  the  statement  that  we  have  no 
evidence  that  the  forceps  have  ever  produced  a  vesico-vaginal  fis- 
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tula.  I  do  not  wish  to  have  it  understood  for  a  moment  that  we 
should  encourage  the  application  of  the  forceps  ignorantly  or 
recklessly,  but  still,  I  say  that  this  paper  relieves  the  instrument 
of  a  certain  amount  of  odium  dependent  upon  the  danger  from  its 
too  early  use. 

I  think  I  can  offer  an  example  in  confirmation  of  this  doctrine, 
from  the  practice  in  the  Philadelphia  Lying-in-Charity.  In  that 
institution  between  ten  and  eleven  thousand  women  have  been 
delivered,  mostly  by  medical  students  who  have  gone  through 
one  course  of  instruction  in  the  Institution.  Tliese  gentlemen 
have  been  taught  to  resort  to  the  forceps  early,  if  there  is  any 
indication  for  their  use,  and  in  the  history  of  the  institution  there 
has  occurred  but  one  case  of  vesico-vaginal  fistula,  and  that  was 
not  caused  by  sloughing,  but  by  a  vaginal  rupture  extending  into 
the  bladder. 

As  far  as  the  conditions  resulting  from  sloughing  after  pro- 
longed labor  are  concerned  there  has  been  no  case  of  vesico- 
vaginal fistula  in  that  institution. 

I  think  when  we  consider  that  these  cases  are  attended  by  stu- 
dents of  medicine,  under  the  observation  of  the  medical  staff,  the 
result  obtained  is  a  strong  confirmation  of  the  position  taken  by 
Dr.  Emmet  with  reference  to  the  early  use  of  the  instrument. 

The  paper  of  Dr.  Emmet  shows  us  that  the  danger  to  the  tis- 
sues of  the  mother  is  not  from  the  violence  of  the  pressure,  but 
from  its  duration.  The  danger  is  not  when  the  uterus  is  contract- 
ing and  driving  the  head  or  other  presenting  parts  of  the  child 
intermittingly  against  the  tissues  of  the  mother,  but  it  is  when  the 
head  is  impacted  in  the  pelvis,  thus  giving  rise  to  continuous  pres- 
sure at  one  place.  It  is  then  that  we  are  to  interfere  by  the  use 
of  instruments.  Our  interference  should  not  begin  so  long  as  the 
uterus  is  contracting  regularly,  and  there  is  no  evidence  of  acute 
metritis  developed  from  long  continued  irritation,  a  condition  to 
which  Fritsch  has  lately  called  attention. 

There  is  one  point  to  which  I  desire  to  call  attention,  and  that  is 
as  to  the  propriety  of  introducing  the  catheter  before  the  use  of 
the  forceps  in  cases  in  which  the  head  is  firmly  impacted  between 
the  walls  of  the  pelvis,  and  pressing  firmly  against  the  urethra,  so 
that  even  a  flexible  catheter  cannot  pass  easily. 

In  those  cases  in  which  it  is  impossible  to  use  the  catheter 
without  great  violence,  is  it  not  better  to  apply  the  forceps,  and 
first  draw  the  head  below  the  point  of  pressure,  rather  than  to 
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resort  to  the  forcible  introduction  of  the  instrument  ?  Such  cases 
I  have  seen,  and  I  have  preferred  this  course.  I  should  like  to 
know  whether  Dr.  Emmet  has  met  with  urethral  fistulae,  which 
possibly  might  be  ascribed  to  that  cause. 

I  have  always  taught  my  chisses  that  it  is  better  to  avoid  the 
forcible  introduction  of  the  catheter,  lest  the  tissues  of  the  mother 
be  dangerously  contused,  and  that,  for  the  purpose  of  avoiding 
such  contusion,  it  was  best  to  draw  the  head  down,  thus  relieving 
the  pressure  from  point  to  point. 

With  regard  to  the  immediate  escape  of  water  after  deliv- 
ery by  the  forceps,  I  suppose  almost  all  have  seen  such  cases. 
There  comes  a  gush  of  water  which  is  immediately  attributed  to 
the  application  of  the  forceps,  when  the  truth  is  that  it  comes 
because  pressure  on  the  natural  passage  has  been  removed. 

Dr.  D.  H.  Storer,  of  Boston.  —  I  have  seen  several  thousand 
cases  of  midwifery,  among  them  only  two  cases  of  vesico-vaginal 
fistula.  There  is  no  man  in  the  city  from  which  I  come  who  ap- 
plies the  forceps  more  seldom  than  I  do.  I  have  no  doubt  that  the 
forceps  are  of  great  value  in  certain  cases,  and  may  be  resorted 
to  with  propriety.  If  the  forceps  be  not  applied  until  impaction 
of  the  presenting  part  takes  place,  I  agree  with  the  gentleman, 
but  the  idea  that  the  forceps  is  an  instrument  which  must  be 
almost  constantly  used  is,  I  think,  a  dangerous  one.  I  deem  it 
exceedingly  important,  that  the  forceps  should  not  be  applied  un- 
til the  head  ceases  to  recede,  or  rather  not  until  impaction  has 
taken  place. 

I  have  seen  cystitis  several  times,  as  well  as  rupture  of  the  per- 
ineum, in  cases  in  which  the  forceps  have  been  used  That  such 
accidents  occur  in  consequence  of  the  use  of  the  forceps  no  one 
can  deny.  There  is  no  question  about  it,  and  while  I  go  so  far 
as  to  agree  in  the  chief  points  which  have  been  pointed  out  by  Dr. 
Emmet,  yet  I  should  be  exceedingly  careful  to  state  that  all  cases 
do  not  demand  the  use  of  forceps  ;  and  that  many  times  injury  is 
produced  by  their  too  frequent  application. 

Dr.  Barker,  of  New  York.  • —  I  think  all  will  agree  with  the 
first  speaker  after  the  paper  was  read,  that  the  tables  which  have 
been  presented  to  us  are  of  immense  value,  and  I  question  if  I 
go  too  far  in  making  the  assertion  that  there  have  been  no  statis- 
tical tables  brought  before  the  profession  of  late  years,  wliich 
have  so  universal  and  important  a  bearing  upon  practical  obstet- 
rics as  those  which  we  now  have  the  pleasure  of  seeing. 
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In  the  first  place,  they  were  made  by  one  who  took  up  the 
study  of  the  subject  without  any  theory  to  support,  and  without 
preconceived  views  and  opinions.  He,  therefore,  simply  sought 
to  learn  what  was  proved  by  a  study  of  the  cases  which  came 
under  his  observation.  The  tables  have  been  made  by  one 
who  is  not  an  obstetrical  practitioner,  except  in  his  own  family 
where  he  has  been  eminently  successful,  but  rather  by  one  who 
has  been  able  to  see  the  results  of  the  obstetrical  teaching  and 
practice  of  others. 

I  think  the  more  we  study  them,  the  more  important  and  prac- 
tical will  be  the  lessons  which  we  shall  learn.  I  feel  that  before 
we  discuss  the  tables  in  the  paper  we  should  study  them  carefully. 
Although  all  the  results  are  in  exact  accord  with  the  most  ad- 
vanced obstetrical  teaching  of  the  present  day,  yet  we  have  had 
nothing  which  so  demonstrates  that  the  teaching  is  wise  and  true, 
and  for  the  best  interests  of  poor,  suffering  women. 

In  the  first  place,  I  will  refer  to  them  for  a  record  of  the  influ- 
ence produced  by  an  over-distended  bladder.  An  over-distended 
bladder  produces  indirect  results,  aside  from  those  mentioned  in 
the  paper,  but  I  feel  well  assured  that  it  is  often  the  cause  of  re- 
tarded and  protracted  labor.  It  causes  such  intense  suffering 
that  the  pain  produced  by  each  uterine  contraction  is  altogether 
disproportionate  to  the  amount  of  expulsive  force.  The  reflex 
pain  arrests  the  normal  uterine  contraction.  I  presume  it  has 
come  under  the  observation  of  every  experienced  obstetrician 
who  has  been  called  in  consultation  that  after  introducing  the 
catheter  the  labor  has  become  so  active  that  the  use  of  forceps 
has  become  unnecessary.  Such  a  result  I  have  witnessed  several 
times,  and  notwithstanding  the  fact  that  obstetric  works  teach 
the  importance  of  watching  the  bladder  during  the  process  of 
labor  and  after  parturition  has  been  completed,  yet  I  think  there 
is  nothing  more  commonly  neglected  in  the  lying-in  chamber. 
In  fact  I  lay  it  down  as  a  rule  never  to  take  the  statement  of 
the  patient,  the  nurse,  or  the  physician,  but  introduce  the  ca- 
theter before  applying  the  forceps.  There  is  one  point  alluded 
to  by  Dr.  Smith,  which  I  have  often  thought  of,  and  that  is  with 
reference  to  the  propriety  of  forcing  the  catheter  into  the  blad- 
der when  the  fetal  head  so  impinges  against  the  symphysis  pubis 
as  to  make  its  introduction  extremely  difficult.  With  regard  to 
that  point  my  own  practice  has  been  in  accord  with  that  of  Dr. 
Smith.     If  I  cannot  introduce  a  flexible  or  solid  catheter  without 
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using  force,  I  prefer  to  apply  the  forceps,  and  bring  the  head  of 
the  child  down  so  as  to  remove  a  certain  amount  of  pressure  ;  I 
then  find  no  difficulty  in  passing  the  catheter,  and  do  so  before 
completing  the  delivery. 

There  is  no  doubt  that  an  over-distended  bladder  increases  the 
danger  and  difficulty  of  instrumental  delivery,  because  it  actually 
diminishes  the  size  of  the  canal  through  which  the  fetus  is  to 
pass,  and  increases  the  shock  and  suffering  of  the  patient.  Inci- 
dentally such  over-distention  has  often  caused  puerperal  cystitis, 
a  post-partum  condition  not  uncommon  ;  it  may  also  give  rise  to 
inflammation  of  the  contiguous  tissues  and  develop  pelvic  cellu- 
litis and  pelvic  peritonitis.  In  fact,  it  is  rare  that  we  have  pelvic 
cellulitis  or  pelvic  peritonitis  which  is  not  complicated  with  cys- 
titis. 

There  is  another  point  which  I  will  not  discuss,  but  to  which  I 
will  simply  make  allusion,  —  the  duration  of  the  first  stage  of 
labor.  A  first  stage  of  labor  prolonged  by  exhausted  nerve  power 
and  depressing  morale  of  the  patient  may  be  one  of  the  most  im- 
portant factors  in  causing  a  prolonged  second  stage  of  labor. 
Hence,  I  believe  that  it  is  necessary  in  such  cases,  either  to  give 
the  patient  rest  by  the  use  of  opium,  or  to  avert  uterine  inertia  by 
administering  full  doses  of  quinine,  which  I  have  found  a  most 
effective  agent  when  given  in  full  doses  and  repeated  at  short  in- 
tervals. The  quinine  does  not  act  as  an  oxytocic  like  ergot, 
and  cause  a  continuous  uterine  contraction,  but  it  acts  as  a  re- 
storative to  the  nerve  power,  which  excites  the  physiological  ac- 
tion of  labor. 

Now  I  consider  it  as  one  of  the  cardinal  facts  which  this  paper 
demonstrates  that  no  evidence  exists  that  the  forceps  have  been 
the  cause  of  vesico-vaginal  fistula,  but  that  in  every  instance  which 
has  come  under  the  observation  of  the  author  of  the  paper,  the 
injury  has  been  due  to  long-continued  pressure  of  the  presenting 
part  of  the  fetus  against  the  soft  tissues  within  the  pelvic  cavity. 

With  my  venerable  friend  from  Boston  I  am  always  disposed  to 
agree  and  to  believe  just  as  he  believes,  but  in  this  instance  I 
must  frankly  say  that  I  disagree  with  him  and  believe  that  the 
dangers  from  the  use  of  the  obstetric  forceps  have  been  very  much 
exaggerated. 

My  own  experience  has  been,  that  the  older  I  grow,  and  the 
larger  my  sphere  of  observation  becomes,  the  more  frequently  do 
I  find  it  necessary  to  use  this  instrument.    I  have  not  once  regret- 
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ted  its  application,  but,  on  the  other  hand,  I  can  see  my  error  in 
the  past  in  not  using  them  earlier  and  more  often. 

Dr.  Penrose,  of  Philadelphia.  —  I  think  that  the  most  valuable 
point  in  this  paper  is  the  fact  that  Dr.  Emmet  has  defined  with 
such  precision  the  exact  time  when  the  forceps  should  be  applied : 
almost  immediateiy  after  the  head  has  ceased  to  recede.  This 
strikes  me  as  being  the  most  important  practical  teaching  which 
the  paper  has  given  us.  The  time  is  fixed  definitely,  and  fixed  so 
that  the  most  inexperienced  may  recognize  it.  The  lapse  of  fif- 
teen minutes,  at  that  time,  places  the  woman  in  great  danger. 
When  the  head  ceases  to  recede,  with  the  cessation  of  a  uterihe 
contraction,  our  patient  is  placed  in  infinite  peril,  unless  she  be  so 
fortunate  as  to  be  able  to  enter  the  Woman's  Hospital  in  the  City 
of  New  York. 

Dr.  H.  P.  C.Wilson,  of  Baltimore. —  I  regard  Dr.  Emmet's 
paper  as  one  of  incalculable  value,  and  if  for  nothing  else  it  has 
that  worth  in  a  medico-legal  point  of  view.  I  agree,  in  my  limited 
experience,  with  every  word  he  has  said. 

I  agree  also  with  the  remarks  made  by  my  friend,  Dr.  Barker^ 
and  can  say  that  the  older  I  grow  and  the  more  experience  I  have, 
the  more  do  I  approve  of  the  use  of  the  forceps.  I  have  never  in 
my  life  regretted  using  the  instrument,  but  I  have  very  often  re- 
gretted that  I  had  not  used  them.  I  would  go  a  little  farther  with 
reference  to  the  time  when  the  forceps  should  be  used,  and  resort 
to  their  use  as  soon  as  impaction  took  place,  and  the  head  ceases 
to  advance. 

I  have  made  it  a  rule  for  many  years  to  carry  with  me  to  all 
cases  of  labor  a  bottle  of  chloroform  and  a  pair  of  forceps,  and  I 
think  it  is  our  duty  to  see  that  the  woman  is  delivered  with  as 
little  suffering  and  danger  as  possible.  I  have  frequently  used  the 
forceps  when  I  have  been  positive  that  the  woman  would  be  de- 
livered safely  by  nature. 

I  would  njake  this  point,  namely,  that  the  use  of  the  forceps 
should  not  be  considered  as  an  operation,  but  as  an  accompani- 
ment of  labor.  I  would  have  the  instruments  used  for  the  pur- 
pose of  shortening  the  labor  and  relieving  the  woman  of  suffering. 

I  believe  there  would  be  fewer  cases  of  ruptured  perineum  if  the 
forceps  were  more  frequently  used  than  they  are  now. 

Dr.  Barker,  of  New  York.  —  I  beg  to  be  excused  for  rising  to 
suggest  discussion  of  one  more  point.  It  has  been  laid  down  as 
a  safe  rule  by  which  we  may  be  governed  in  the  use  of  the  for- 
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ceps,  that  they  should  be  applied  when  the  head  of  the  child 
ceases  to  recede  in  the  interval  of  pain.  I  may  be  pardoned  for 
saying  that  this  is  an  unsafe  and  an  uncertain  rule,  because  there 
are  many  cases  of  normal  labor,  with  the  child  in  certain  normal 
positions,  in  which  we  find  in  the  intervals  of  pains  that  the  head 
remains  exactly  as  it  was  before  the  pain  commenced.  It  depends 
partly  upon  the  position  which  the  head  occupies  in  the  pelvic 
cavity  and  partly  upon  the  condition  of  the  soft  parts  of  the 
mother.  So,  instead  of  saying  that  the  forceps  should  be  applied 
as  soon  as  the  head  ceases  to  recede  in  the  interval  of  pain,  I 
would  say  the  forceps  should  be  applied  as  soon  as  it  is  evident 
that  the  head  ceases  to  advance,  while  suflEicient  uterine  contrac- 
tions are  taking  place  to  cause  it  to  advance  if  delivery  is  to  be 
effected  in  the  natural  manner. 

Dr.  Penrose.  —  I  think  Dr.  Emmet  and  Dr.  Barker  mean  the 
same  thing.  For,  if  the  head  ceases  to  recede,  it  almost  invaria- 
bly ceases  to  advance.  I  believe  that  the  point  made  by  Dr.  Em- 
met is  exceedingly  important,  especially  to  the  young  practitioner. 
It  is  one  upon  which  the  most  inexperienced  may  rely,  and  gives 
a  more  sure  and  excellent  guide  for  instrumental  interference.  I 
think  there  is  no  practical  difference  between  retrocession  and  ad- 
vance of  the  child's  head  for  the  ordinary  practitioner,  although 
there  may  be  for  Dr.  Barker. 

Dr.  John  L.  Atlee,  of  Lancaster.  —  I  must  make  the  same 
confession,  as  has  the  late  President  of  the  Society,  and  also  my 
friend  from  Baltimore,  that  the  older  I  grow  the  more  apt  I  am  to 
use  the  forceps.  When  a  student  of  medicine  in  this  city,  sixty 
years  ago,  I  first  learned  of  the  danger  attending  the  early  use  of 
ergot  in  labor  in  the  primipara.  As  far  as  my  observation  ex- 
tends, I  think  its  use  in  those  cases  is  almost  as  constant  a  cause 
as  any  other  of  vesico-vaginal  fistula. 

I  make  it  a  rule  in  my  private  teaching  to  forbid  the  use  of 
ergot  in  all  primiparous  cases,  and  prefer  to  use  the  forceps  when 
any  delay  arises. 

I  will  mention  a  case  by  way  of  illustration.  A  physician  who 
lived  in  the  neighborhood  of  Lancaster  sent  for  me  in  consulta- 
tion, and  requested  that  I  should  bring  my  forceps.  I  found  a 
woman  who  had  been  in  labor  twenty-four  hours,  at  least,  with  her 
first  child.  The  vertex  was  presenting  in  the  first  position  of 
Baudelocque.  Four  doses  of  ergot  had  been  given,  and  had  pro- 
duced powerful  contractions  of  the  uterus,  but  the  child  had  not 
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advanced.  I  said  to  the  doctor  in  attendance,  you  have  killed  the 
child,  and  I  will  now  deliver  it  by  means  of  the  forceps.  I  did 
deliver  the  child,  and  it  was  still-born. 

I  sometimes  administer  ergot,  but  if  the  child  is  not  born 
within  fifteen  minutes  I  apply  the  forceps  and  immediately  com- 
plete the  delivery.  The  point  which  I  wish  to  impress  is  that  in 
cases  of  delayed  labor  occurring  in  the  primipara  I  never,  as  a 
rule,  use  ergot,  but  proceed  to  deliver  by  means  of  the  forceps. 
Whether  my  teaching  is  correct  or  not  I  do  not  know,  and  I 
feel  that  perhaps  I  may  be  somewhat  of  an  old  fogy.  But  when- 
ever I  find  a  woman  in  labor,  and  also  find  that  the  head  recedes 
after  each  pain,  perhaps  has  done  so  for  two  or  three  hours  with- 
out any  noticeable  progress  in  the  case,  I  do  not  hesitate  to  apply 
the  forceps  and  complete  the  delivery,  for  I  regard  it  as  only  an 
act  of  humanity  to  relieve  such  a  suffering  woman. 

Dr.  D.  H.  Storer,  of  Boston.  — Mr.  President:  I  believe  that 
every  gentleman  who  has  spoken,  agrees  in  this  one  point  ;  that 
when  the  head  of  the  child  ceases  to  advance  the  use  of  the  for- 
ceps is  proper. 

The  chief  point  in  my  mind  is,  that  they  are  oftentimes  em- 
ployed improperly,  therefore  we  should  be  cautious  lest  the  lan- 
guage used  would  mislead  the  younger  members  of  the  profession. 

Dr.  White,  of  Buffalo.  —  I  thank  Dr.  Emmet  for  the  vindication 
which  he  has  given  of  the  course  of  practice  that  I  have  pursued 
during  the  last  thirty  years.  Many,  many  times  have  I  regretted 
that  I  had  not  resorted  to  the  forceps  earlier  in  labor,  but  I  have 
never  had  occasion  to  regret  that  1  did  employ  them. 

The  teaching  of  the  older  writers  was  that  the  forceps  should 
not  be  applied  until  the  head  rests  upon  the  perineum.  One  rea- 
son for  this  is  manifest.  Their  forceps  were  short  and  had  only 
one  curve,  and  with  such  an  instrument  they  could  not  deliver 
a  child  from  the  brim  of  the  pelvis.  But  a  great  revolution  has 
taken  place,  and  instead  of  being  obliged  to  wait  until  the  head 
is  low  down  in  the  pelvic  cavity,  it  can  be  reached  with  safety 
high  up.  The  statistics  which  we  now  have,  instead  of  showing 
that  forceps  delivery  occurs  only  once  in  six  hundred  cases, 
show  that  they  are  used  once  in  ten  cases,  and  it  is  a  noticeable 
fact  that  when  the  forceps  are  less  frequently  applied,  the  per- 
forator is  more  frequently  employed. 

A  better  rule  by  which  to  be  governed  than  that  of  Dr.  Emmet, 
I  think,  is  to  apply  the  forceps  when  the  head  does  not  advance 
with  each  successive  pain. 
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With  regard  to  ergot  and  the  forceps,  I  wish  to  say  that  the  for- 
ceps is  something  over  which  we  have  control,  while  the  ergot  gives 
rise  to  an  uncertain  power,  and  one  which  we  cannot  control  or 
direct. 

Dr.  a.  H.  Smith,  of  Philadelphia.  —  Mr.  President :  I  wish  to 
correct  any  misapprehension  which  may  have  arisen  by  saying 
that  I  spoke  of  the  early  use  of  the  forceps  simply  with  reference 
to  the  danger  and  suffering  of  the  woman.  I  would  not  interfere 
where  there  is  only  a  slight  dilatation  of  the  os,  unless  there  were 
some  special  indication  for  the  use  of  the  instrument.  The  sim- 
ple fear  of  sloughing  of  the  tissues  alone  should  not  make  us  feel 
the  necessity  of  applying  the  forceps  to  hasten  the  first  stage  of 
labor  unless  there  be  present  some  other  condition  which  makes 
it  desirable. 

As  far  as  ergot  is  concerned,  I  think  it  would  be  criminal  for 
me  to  use  it  in  the  first  stage  of  labor  in  a  primipara  or  in  any 
case  where  I  am  not  positive  that  there  is  no  cause  of  delay  from 
the  want  of  proportion  of  the  head  and  the  pelvic  canal,  or  from 
any  faulty  position. 

Dr.  Emmet.  —  I  must  take  the  liberty  of  dissenting  from  the 
opinions  expressed  with  reference  to  certain  points  which  have 
been  touched  upon  in  the  discussion. 

With  reference  to  delivery  of  the  child  when  the  bladder  is  dis- 
tended, it  seems  to  me  that  is  a  point  which  should  not  be  passed 
for  it  is  a  question  of  loss  of  life  to  the  child.  For,  if  delivery  be 
effected  under  those  circumstances  nearly  all  the  children  are 
still-born. 

I  should  employ  the  forceps  to  facilitate  the  introduction  of 
the  catheter,  for  I  think  it  far  easier  with  their  aid  to  lift  the  head 
sufficiently  to  allow  of  the  introduction  of  the  catheter  than  to  pull 
it  down.  If  that  cannot  be  done  I  think  it  better  to  use  the  as- 
pirator above  the  pubes,  for  that  can  be  introduced  with  a  com- 
paratively trifling  degree  of  danger.  I  should  not,  therefore,  at- 
tempt to  deliver  with  the  forceps  when  the  bladder  is  distended. 
Certainly  it  is  a  serious  matter  if  the  life  of  the  child  is  to  be  lost, 
by  so  doing. 

I  still  hold  my  point,  that  the  woman  should  be  delivered  as 
soon  as  the  head  ceases  to  recede  after  a  pain.  I  do  not  say  that 
the  woman  should  be  left  in  labor  without  being  delivered  until 
that  time,  but  that  is  the  latest  point  at  which  it  is  safe  to  leave 
the  woman  undelivered.    If  the  head  ceases  to  recede,  after  it  has 
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entered  the  pelvis,  it  is  proof  that  the  tissues  have  lost  their  elas- 
ticity, and  will  then  soon  slough  from  pressure. 

I  think  Dr.  Barker  should  put  upon  record  the  conditions  under 
which  the  head  ceases  to  recede  except  where  the  tissues  have 
lost  their  elasticit)^  and  impaction  has  already  taken  place. 

Dr.  Reeve,  of  Dayton,  O.  —  I  rise  simply  to  say  that  I  have 
used  the  aspirator  in  cases  such  as  Dr.  Emmet  has  referred  to, 
and  my  experiences  thus  far  have  been  such  as  to  warrant  its 
use  again. 

Dr.  Barker,  of  New  York.  —  I  think  that  the  experience  of 
every  one  has  been  that,  in  many  perfectly  normal  labors,  it  is  true 
that  the  head  does  not  recede  when  the  uterus  ceases  to  contract, 
yet  it  is  not  true  of  all.  It  is  true  especially  when  the  soft  parts 
of  the  mother  are  very  full,  where  there  is  a  large  amount  of  adi- 
pose tissue.  It  is  also  true  where  the  head  is  rotated  anteriorly 
at  an  early  instead  of  a  late  period,  but  it  almost  never  occurs  in 
occipito-posterior  positions.  When  it  is  evident  that  each  pain  is 
as  strong  as  the  patient  is  capable  of  bearing,  and  the  head  of  the 
child  does  not  advance,  then  I  think  we  have  reached  a  period 
when  we  should  apply  the  forceps. 

Dr.  Goodell,  of  Philadelphia.  —  I  think  that  Dr.  Barker  and 
Dr.  Smith  are  both  right  as  to  the  use  of  the  catheter.  I  be- 
lieve that  the  head  should  be  moved  by  the  forceps  first,  and  then 
the  catheter  can  be  introduced  without  danger  of  doing  injury  to 
the  tissues  of  the  mother.  There  is  one  opinion  which  I  think 
should  not  go  forth  from,  the  discussion  without  some  qualification. 
I  dislike  very  much  to  disagree  with  Dr.  Barker,  or  with  Dr.  Smith, 
but  in  this  particular  instance  I  must  agree  with  Dr.  Storer  as 
regards  the  too  frequent  use  of  the  forceps.  If  we  were  discuss- 
ing the  use  of  the  forceps  by  skilled  men  but  few  rules  would  be 
necessary;  but  it  is  not  so,  we  are  discussing  its  general  use. 
Why  is  it  that  Dr.  Smith  can  give  such  excellent  results  in  con- 
nection with  forceps  operations  at  the  Nurses  Home?  It  is  be- 
cause the  young  men,  as  soon  as  they  find  there  is  any  trouble, 
send  for  such  a  skilled  man  as  my  friend,  Dr.  Smith,  and  no  injury 
is  sustained  by  the  mother. 

Now  with  reference  to  rupture  of  the  cervix,  but  especially  to 
rupture  of  the  perineum,  there  is  no  doubt  that  they  occur  from 
the  too  general  use  of  the  forceps,  and  I  am  afraid  that  the  teach- 
ings of  this  discussion  will  do  harm  unless  something  is  said  to 
counteract  the  influence  of  remarks  made  by  some  of  the  gentle- 
men who  have  preceded  me. 
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I  am  sure  that  Dr.  Penrose  and  Dr.  Barker  can  save  the  peri- 
neum by  the  forceps,  and  that  Dr.  Smith,  Dr.  White,  and  Dr.  Wil- 
son can  likewise,  but  I  am  equally  certain  that  the  very  great 
majority  of  physicians  would  tear  the  perineum  in  the  same  cases 
in  which  these  gentlemen  would  save  it. 

My  rule,  in  teaching,  has  been  to  direct  the  student  to  remove 
the  forceps  when  the  perineum  bulges  out  well  and  allow  nature  to 
complete  the  delivery.  With  reference  to  laceration  of  the  os, 
that  is  an  accident  which  need  not  necessarily  occur,  but  the 
very  worst  bilateral  lacerations  which  I  have  seen  have  been  pro- 
duced by  instrumental  delivery,  and  I  think  the  experience  of  Dr. 
Emmet  will  bear  me  out  in  the  statement. 

Dr.  Engelmann,  of  St.  Louis.  —  I  am  afraid  Dr.  Emmet's 
paper  will  lead  to  erroneous  conclusions,  unless  some  other  state- 
ments are  made  than  those  he  has  already  given  us.  I  do  not 
think  that  the  present  teaching  as  to  the  use  of  the  forceps  is 
wrong,  but  it  should  be  more  general.  I  think  that  among  all 
those  cases  which  Dr.  Emmet  has  given  us,  but  very  few  were  at- 
tended by  physicians,  or  if  attended  by  physicians,  the  instruments 
were  used  too  late.  It  is  well  known  that  in  Europe,  where 
midwives  are  more  numerous  than  in  this  country,  it  frequently 
happens  that  the  physician  is  not  called  until  the  last  moment, 
and  then  simply  for  the  purpose  of  affording  relief  in  a  great 
emergency.  I  suppose  that  in  nine  tenths  of  the  cases  reported 
by  Dr.  Emmet,  the  physician,  if  any  was  present,  did  not  see  the 
patients  until  it  was  too  late  to  give  them  the  relief  which  ought  to 
have  been  afforded  by  instrumental  delivery. 

Dr.  Emmet.  —  I  stated  in  my  paper  that  but  few  of  the  women 
were  delivered  by  physicians ;  or  if  a  physician  was  called  he  was 
only  placed  in  charge  at  the  very  last  moment  to  effect  the  de- 
livery. 


THE  HAND  AS  A  CURETTE  IN  POST  PARTUM 
HEMORRHAGE. 

BY  HENRY  P.   C.   WILSON,   M.    D., 
Baltimore,  Md. 

On  the  21st  of  May,  1878,  at  8.30  a.  m.,  I  was  called  to 
attend  Mrs.  J.  in  her  fourth  labor  ;  the  child  was  born  at 
10  A.  M.,  and  weighed  ten  pounds.  The  head  had  presented 
with  the  occiput  to  the  left  acetabulum.  There  was  no  ne- 
cessity for  interference  in  the  delivery  of  the  child,  but  at 
her  earnest  solicitation,  I  gave  a  little  chloroform  from 
time  to  time,  not  enough,  however,  to  destroy  consciousness 
before  the  last  two  pains,  when  it  was  pushed  to  the  point 
of  destroying  her  consciousness  of  the  birth  of  the  child. 

The  head  was  received  with  my  right  hand  as  it  passed 
comfortably  and  safely  over  the  perineum,  the  uterus  be- 
ing grasped  firmly  with  my  left  hand  on  the  abdomen  for 
the  purpose  of  making  it  follow  the  child  with  the  last  pain, 
so  as  to  secure  expulsion  of  the  placenta,  and  by  firm  con- 
traction, guard  against  hemorrhage.  The  cord  was  wrapped 
around  the  child's  neck. 

The  nurse's  hand  was  made  to  take  the  place  of  my  hand, 
above  the  pubes,  in  holding  the  firmly  contracted  uterus, 
while  I  tied  and  severed  the  cord,  and  removed  the  child  to 
another  part  of  the  bed. 

My  left  hand  then  took  the  place  of  the  nurse's  hand  on 
the  abdomen,  when  I  found  that  the  uterus  had  enlarged 
again.  The  index  finger  of  my  right  hand  found  the  pla- 
centa in  the  vagina,  and  a  little  tightening  of  the  cord 
brought  it  away  in  a  perfect  state. 

Up  to  this  point,  there  had  been  no  visible  hemorrhage  ; 
but  in  a  few  seconds,  blood  poured  from  her  in  a  perfect 
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avalanche,  deluging  the  bed  and  running  down  upon  the 
floor. 

I  called  for  ice,  and  at  once  passed  my  right  hand  into  the 
cavity  of  the  uterus,  manipulating  its  surface,  while  I  grasped 
its  fundus  firmly  with  my  left  hand.  The  uterus  responded 
promptly,  expelling  my  hand  into  the  vagina,  while  I  held 
it  firmly  contracted  with  my  hand  above  the  pubes.  A 
drachm  dose  of  Squibb' s  fluid  extract  of  ergot  was  given, 
and  I  considered  everything  safe  ;  but  in  a  few  minutes 
I  felt  the  uterus  enlarging,  and  another  large  gush  of  blood 
came  from  the  vagina. 

My  right  hand,  containing  a  lump  of  ice,  was  a  second 
time  passed  into  the  cavity  of  the  uterus,  the  clotted  blood 
turned  out,  and  the  hand  and  ice  retained  there  until  the 
uterus  expelled  them.  The  hand  was  withdrawn,  but  the 
ice  left  in  the  vagina.  Drachm  doses  of  Squibb's  fluid  ex- 
tract of  ergot  were  being  given  every  five  or  ten  minutes, 
and  two  drachms  were  introduced  hypodermically,  but  it 
brought  no  response  from  the  uterus. 

A  second  time  I  considered  the  case  safe,  so  firm  was  the 
womb  contracted  under  my  hand,  but  I  was  doomed  to 
disappointment. 

In  a  few  minutes  the  uterus  expanded  for  the  third  time, 
and  blood  came  gushing  from  the  vagina.  My  hand,  with  a 
large  lump  of  ice,  was  a  third  time  carried  into  the  cavity 
of  the  uterus  with  the  same  results  as  above. 

Allowing  the  hand  and  ice  to  remain  in  the  vagina  against 
the  OS  uteri,  the  os  was  found  speedily  to  relax,  and  up  they 
went  for  the  fourth  time  into  the  uterus,  to  be  expelled  as 
before  and  with  no  better  results. 

I  then  threw  half  an  ounce  of  Squibb's  fluid  extract  of 
ergot  into  the  rectum  ;  and  with  this  she  had  taken  one  and 
a  half  ounces  of  ergot,  and  still  it  had  shown  no  perceptible 
effect  in  producing  tonic  contractions  of  the  uterus.  The 
patient  had  felt  nothing  like  after-pains. 

She  was  becoming  nauseated.  I  could  push  the  ergot 
no  further.  Her  face  was  blanched,  her  sight  dim,  and  her 
pulse  very  frequent  and  feeble.     Instead  of  profuse  hemor- 
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rhage  at  intervals,  there  was  now  constant  and  free  bleed- 
ing, with  an  occasionally  increased  gush.  The  uterus  under 
the  hand,  on  the  abdomen,  was  evidently  much  larger  than 
it  ought  to  be,  and  full  of  blood. 

I  began  to  be  apprehensive  of  the  result.  The  uterus 
showed  not  the  slightest  disposition  to  tonic  contraction. 
It  would  contract  and  expand,  contract  and  expand,  as  often 
as  means  were  brought  to  bear  upon  its  cavity,  and  with- 
drawn. 

I  speedily  revolved  in  my  mind  cases  of  obstinate  and 
profuse  uterine  hemorrhage,  not  following  labor  at  term, 
and  the  means  which  I  had  used  to  arrest  them.  I  thought 
of  hemorrhage  from  fungous  granulations  in  the  cavity  of 
the  uterus,  and  its  prompt  arrest  by  the  curette  ;  I  thought 
of  hemorrhage  following  abortions,  immediately  or  weeks 
after,  and  its  prompt  arrest  by  raking  off  the  surface  of 
placental  attachment,  with  the  curette  or  finger-nail.  I 
thought  of  injections  of  hot  water,  Churchill's  iodine,  Mon- 
sell's  solution  of  sub-sulphate  of  iron,  the  galvanic  battery, 
compression  of  the  abdominal  aorta.  The  pros  and  cons  of 
all  these  remedies  were  rapidly  considered,  and  I  determined 
to  pass  my  hand  for  the  fifth  time  into  the  cavity  of  the 
uterus,  and  with  my  finger-nails,  as  a  curette,  rake  thor- 
oughly the  placental  surface. 

This  was  done  with  the  right  hand,  after  all  the  clotted 
blood  had  been  turned  out,  while  the  left  hand,  above  the 
pubes,  steadied  the  organ.  As  I  raked,  the  uterus  made 
efforts  to  expel  my  hand,  but  they  were  so  feeble  that 
with  a  little  effort  I  was  enabled  to  keep  it  in  the  cavity 
until  I  had  accomplished  my  purpose  pretty  thoroughly,  be- 
fore it  was  expelled  into  the  vagina.  The  hand  remained 
there  only  a  few  seconds,  before  relaxation  of  the  os  al- 
lowed it  to  enter  the  uterus  again,  and  I  proceeded  to  give 
the  placental  surface  a  second  thorough  raking  with  my 
finger  nails,  not  being  fully  satisfied  with  the  first  manipu- 
lation of  this  kind. 

Feeble  were  the  efforts  of  the  uterus  that  expelled  my 
hand  this  time,  and  in  a  few  minutes  it  expanded  again  ; 
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but  notwithstanding  this  state  of  atony,  my  patient  did  not 
lose  a  teaspoonful  of  blood  after  the  first  raking  of  the 
placental  surface, 

The  uterus  remained  enlarged  and  its  mouth  patulous 
for  about  forty-five  minutes,  when  severe  after-pains  set  in, 
producing  firm  contractions  of  the  organ,  and  I  had  no 
further  trouble  in  the  case.  The  pains  continued  for  sev- 
eral days,  and  were  so  severe  that  I  was  obliged  to  give 
morphia  and  camphor-water  liberally.  Her  uterus  and  va- 
gina were  washed  out  daily  with  warm  water,  for  eight  or 
ten  days.     I  never  had  a  patient  make  a  better  recovery. 

The  frequent  and  successful  use  of  the  curette  in  my 
hands,  in  many  cases  of  uterine  hemorrhage  where  other 
means  had  failed,  suggested  the  use  of  the  hand  as  a  curette 
in  the  above  case;  and  it  will  be  seen,  from  the  history  of 
this  case,  that,  although  the  uterus  remained  relaxed  and 
much  enlarged  for  three  quarters  of  an  hour  after  my  last 
manipulation,  there  was  no  loss  of  blood  from  the  moment 
I  commenced  the  use  of  the  manual  curette. 

In  any  future  case  of  post-partum  hemorrhage,  where  I 
cannot  produce  prompt  contraction  of  the  uterus,  or  where 
the  contractions  are  clonic  and  not  tonic,  I  would  not  waste 
time  with  the  usual  manipulations  in  its  cavity  to  excite  con- 
tractions, or  wait  for  ice  or  other  styptic  remedies.  I  would 
promjotly  use  my  hand  as  a  curette  to  the  placental  surface, 
confidently  expecting  prompt  arrest  of  the  hemorrhage. 

The  cause  of  clonic  contractions  of  the  uterus  in  this  case, 
and  the  resulting  hemorrhage,  is  not  perfectly  satisfactory  to 
my  mind.  While  the  patient  was  in  labor  I  never  saw 
pains  better,  or  more  efficient.  Each  pain  told  most  percep- 
tibly on  dilatation  of  the  os,  and  then  on  expulsion  of  the 
child.  There  was  no  delay  in  its  progress  from  beginning  to 
end.  The  last  pain  shut  the  uterus  up,  and  forced  the  com- 
plete placenta  into  the  vagina,  yet  in  a  few  minutes  the 
uterus  was  greatly  enlarged  and  pouring  out  torrents  of 
blood. 

Some,  who  are  opposed  to  the  use  of  chloroform  in  labor, 
may  be  inclined  to  attribute  the  post-partum  atony  of  the 
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Uterus  in  this  case  to  the  anesthetic,  yet  it  had  no  effect 
in  diminishing  the  force  of  the  pains,  or  retarding  the  prog- 
ress of  the  labor,  even  to  the  point  of  expelling  the  pla- 
centa ;  and  I  may  here  add,  that  in  a  large  obstetrical  prac- 
tice of  twenty-eight  years  this  is  the  second  case  in  which 
I  have  had  any  troublesome  post-partum  hemorrhage,  al- 
though the  cases  of  labor  are  very  rare  in  which  I  fail  to 
give  chloroform.  My  first  and  only  case  previous  to  this 
was  in  a  primipara,  to  whom  I  gave  no  chloroform,  because 
she  and  her  friends  were  afraid  of  it. 


[The  Discussion  is  given  in  connection  with  that  of  the  paper 
by  Dr.  Penrose,  which  follows.     See  p.  150.] 


THE  TREATMENT  OF  POST  PARTUM   HEMOR- 
RHAGE. 

BY  R.   A.   F.   PENROSE,   M.   D., 
Philadelphia. 

The  subject  of  post  partum  hemorrhage  possesses  spe- 
cial, and,  always,  fresh  interest  to  the  obstetrical  practi- 
tioner ;  and,  no  matter  how  often  discussed,  any  sugges- 
tions which  may  help  him  in  the  terrible  conflict  which 
this  dreadful  accident  implies  must  ever  be  welcome.  This 
accident  of  labor  differs  from  almost  all  other  accidents  in 
this  respect,  that  the  medical  attendant,  though  inexperi- 
enced or  ignorant,  must  fight  it  alone.  Almost  every  other 
complication  of  labor  admits  of  more  or  less  delay  in  treat- 
ment, which  delay  gives  time,  in  most  cases,  when  neces- 
sary, to  send  for  assistance ;  but  this  complication  of  post 
partum  hemorrhage  comes  on  so  suddenly,  sometimes  so 
unexpectedly,  and  runs  its  course  so  rapidly,  that  the  pa- 
tient may  die,  or  be  beyond  help  if  instant  and  efficient 
treatment  be  not  given  her.  And  yet  it  is  in  these  very 
cases — so  sudden  and  unexpected  in  their  invasions,  so 
appalling  in  their  bloody  physiognomy,  so  quickly  and 
certainly  fatal  in  their  termination  —  it  is  in  these  very 
cases  that  prompt  and  intelligent  treatment  is  invariably 
successful ;  I  use  the  expression  "  invariably  successful  " 
thoughtfully,  and  I  design  it  to  mean  all  the  words  imply ; 
it  is  in  these  very  cases  that  knowledge  means  life,  and 
want  of  knowledge,  death,  to  the  sufferer. 

In  much  of  the  recent  discussion  on  this  subject,  and  we 
all  know  how  extensive  it  has  been,  there  has  seemed  to 
me,  often,  to  have  been  a  great  want  of  definiteness  and 
precision  in  the  ideas  entertained  by  those  participating  in 
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the  controversy,  as  to  the  conditions  occasioning  post  par- 
turn  hemorrhage,  and  as  to  the  real,  as  well  as  the  relative, 
value  of  the  various  remedies  urged  in  its  treatment.  This 
want  of  definiteness  and  precision,  at  times,  has  led  writers 
to  suggest  or  oppose  some  especial  remedy  or  remedies, 
without  regard  to  the  antecedent  conditions  which  may 
have  caused  the  hemorrhage  ;  and,  consequently,  has  led 
them  to  suggest  or  oppose,  at  times,  a  remedy,  perhaps,  of 
inestimable  value  in  its  proper  place,  but  useless  or  dan- 
gerous out  of  its  proper  place. 

It  was  my  lot,  when  a  young  and  very  inexperienced 
practitioner,  to  meet  with  several  grave  cases  of  post  par- 
tum  hemorrhage  ;  the  rough  experience  thus  acquired  led 
me  to  study  the  subject  carefully,  and  the  result  has  been 
a  plan  of  treatment,  which,  after  many  years  of  public  and 
private  practice,  has  never,  in  my  hands,  known  a  failure. 
This  plan  of  treatment  I  have  taught  for  almost  a  quarter 
of  a  century,  and  I  am  in  constant  receipt  of  communica- 
tions from  former  pupils  telling  me  of  its  successful  appli- 
cation in  extreme  cases  coming  under  their  care  —  indeed, 
in  all  of  these  years,  I  have  received  but  one  letter  stating 
that  the  treatment  had  failed,  and,  in  this  case,  after  ex- 
hausting all  the  usual  remedies,  an  electric  current  finally 
arrested  the  hemorrhage. 

I  will  define  post  partum  hemorrhage  as  a  hemorrhage 
from  any  of  the  parturient  structures,  from  the  moment 
the  child  is  expelled,  until  the  organs  have  returned  to  the 
condition  they  possessed  prior  to  fecundation,  or  as  nearly 
to  that  condition  as  their  possibilities  admit  of.  Undoubt- 
edly, the  great  cause  of  post  partum  hemorrhage  is  a  fail- 
ure in  the  uterine  muscle  to  assume  that  condition  of  firm 
contraction  which  is  its  natural  state  after  labor,  and  in 
consequence  of  which  shrinkage  the  blood-vessels  ramify- 
ing through  the  walls  of  the  organ  are  practically  obliter- 
ated, and  thus  are  rendered  incapable  of  carrying  blood  to 
the  torn  utero-placental  orifices.  But  though  uterine  iner- 
tia is  the  great  cause  of  post  partum  hemorrhage,  there  are 
other  causes  occasioning  it,  which  must  be  clearly  appre 
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ciated  in  order  to  apply  appropriate  remedies.  Thus,  a 
cause  sometimes  of  dreadful  post  partum  hemorrhage  is  the 
partial  morbid  adhesion  of  the  placenta  to  the  uterus  ;  here 
there  is  often  the  reverse  of  uterine  inertia  —  the  uterus 
may  be  in  a  condition  of  firm  contraction ;  but  the  adherent 
placental  mass,  occupying  no  little  space  in  the  cavity  of 
the  organ,  prevents  and  renders  impossible  that  degree  of 
shrinkage  in  size  indispensable  to  the  complete  obliteration 
of  the  uterine  blood-vessels,  and  hemorrhage  is  the  inevi- 
table result.  To  this  class  of  causes  might  be  added  those 
cases  where  the  hemorrhage  is  caused  by  the  presence  of 
fibroids  in  the  walls  of  the  uterus,  or  of  a  polypus  in  its 
cavity. 

The  various  lacerations  possible  during  labor  form  an- 
other class  of  causes  ;  lacerations  of  the  os,  of  the  cervix, 
of  the  body  of  the  uterus,  as  well  as  lacerations  of  the  va- 
gina and  of  the  perineum  ;  and  here,  also,  might  be  included 
the  hemorrhage  caused  by  a  ruptured  thrombus. 

A  fourth  class  of  causes  embraces  those  cases  where  the 
essential  shrinkage  of  the  uterus  is  prevented  by  external 
abnormal  peritoneal  adhesions,  or  by  a  distended  bladder. 

A  fifth  class  is  due  to  diseases  of  the  uterus,  as  cancer  ; 
the  cancerous  mass  may  act  in  several  ways  as  a  cause  of 
post  partum  hemorrhage.  In  the  first  place,  by  its  size,  it 
may  prevent  the  essential  shrinkage,  or  it  may  so  alter  the 
character  of  the  uterine  tissue  as  to  render  it  incapable  of 
contraction,  or  it  may  greatly  increase  the  vascular  supplies 
to  the  organ. 

A  sixth  class  of  causes  are  those  which  occasion  great 
or  sudden  congestion  of  the  womb,  as,  for  example,  im- 
proper exertion  after  labor,  or  powerful  emotions. 

Undoubtedly,  however,  as  I  have  remarked,  by  far  the 
most  common  cause  of  post  partum  hemorrhage  is  uterine 
inertia.  The  causes  of  this  condition  of  uterine  inertia  are 
so  well  understood  that  it  will  be  unnecessary  here  to  dis- 
cuss them.  I  deem  the  chief  jDredisposing  cause  to  be  the 
idiosyncracy  of  the  individual.  Some  women  have,  natu- 
rally, what  I  may  term,  in  a  general  way,  a  weak  uterus, 
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in  other  words,  a  uterus  which  performs  all  its  parturient 
functions  less  perfectly  than  is  typically  natural,  and  hence 
a  uterus  readily  acted  on  by  exciting  causes  which  would 
not  be  felt  by  an  organ  possessing  full  power.  We  meet 
with  analogous  conditions  in  other  parts  of  the  economy, 
where  some  organ  or  set  of  organs  presents  evidences  of 
unusual  feebleness,  though  the  general  strength  of  the  in- 
dividual may  be  good.  As  I  write  this,  I  have  in  my  mind 
the  case  of  a  gentleman,  now  in  his  seventy-third  year.  A 
man,  apparently  in  perfect  health,  who  has  suffered  from  a 
feeble  bladder  for  over  forty  years,  during  thirty  of  which 
he  has  been  under  my  observation  ;  and  in  all  this  long 
period  he  has  always  emptied  his  bladder  by  a  catheter,  yet 
in  no  other  respect  is  there  any  other  sign  of  disease  or 
feebleness  in  this  individual.  There  is  no  disease  of  the 
prostate,  no  stricture,  and  the  sexual  vigor  is  above  the 
average,  the  man  being  the  father  of  ten  children.  The 
brother  of  this  gentleman  (who  was  also  under  my  pro- 
fessional care)  died  in  his  fifty-fifth  year  of  a  feeble  heart. 
The  idiosyncrasy  of  a  weak  uterus,  then,  I  look  upon  as 
the  great  predisposing  cause  of  that  condition  of  fiaccidity 
after  labor  which  renders  a  hemorrhage  possible.  It  is  un- 
necessary to  refer  to  plethora,  or  to  an  altered  condition  of 
the  blood  as  additional  predisposing  causes,  since  these 
causes  cannot  occasion  hemorrhage,  if  the  uterine  muscle 
shrink  sufficiently  after  labor  to  obliterate  the  uterine  ves- 
sels carrying  blood. 

The  various  exciting  causes  of  this  condition  of  uterine 
inertia  are  too  well  understood  by  us  all'  to  need  discussion  : 
the  effects  of  a  protracted,  or  of  a  too  rapid  labor,  or  of  ex- 
cessive distention  of  the  uterus,  by  dropsy  of  the  amnion,  or 
by  multiple  gestation,  most  of  us  have  seen.  Indeed,  the 
preventive  treatment  of  post  partum  hemorrhage  —  a  treat- 
ment, which  will,  I  firmly  believe,  in  ninety-nine  cases  out 
of  one  hundred,  prevent  it  where  without  this  preventive 
treatment  hemorrhage  would  inevitably  have  occurred  — 
the  preventive  treatment  must  be  based  on  a  most  definite 
conception  of  all  of  the  predisposing  and  exciting  causes 
that  can  possibly  occasion  the  accident. 
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The  design  of  this  paper,  however,  is  not  to  discuss  the 
causes  or  the  prevention  of  post  partum  hemorrhage  ;  but 
rather,  the  relative  value  of  certain  remedies  to  be  em- 
ployed in  its  curative  treatment.  In  considering  the  cura- 
tive treatment,  it  is  evident,  however,  that  since  the  symp- 
tom depends  on  so  many  and  such  diverse  conditions  it 
must  require,  at  different  times,  many  and  diverse  remedies 
—  remedies,  too,  bearing  certain  definite  relations  to  each 
other ;  in  other  words,  a  remedy  which  will  cure  one  case  of 
post  partum  hemorrhage,  may  be  useless  or  injurious  in 
another.  We  have  just  seen  that  the  chief,  and  by  far  the 
most  common,  cause  of  post  partum  hemorrhage  is  uterine 
inertia.  Let  us  now  try  to  determine  what  shall  be  its 
treatment.  Let  me  suppose  a  case  of  hemorrhage,  occur- 
ring after  the  complete  evacuation  of  the  uterus,  where  the 
blood  is  escaping  from  the  torn  utero-placental  orifices, 
because  the  uterine  muscle  refuses  to  shrink  sufficiently  to 
obliterate  the  blood-vessels,  and  in  this  way,  and  in  this 
way  alone,  safely  to  stop  the  flow.  The  indications  evi- 
dently are  to  make  the  uterus  contract,  and  here  come  in 
those  milder  expedients,  well  known  to  us  all,  where  a 
knowledge  of  the  "  nervi  motor "  functions  of  the  uterus, 
so  clearly  and  ably  set  forth  by  the  late  Dr.  Tyler  Smith, 
enables  us,  in  most  cases,  to  apply  prompt  and  efficient 
remedies.  Here  come  in  the  use  of  ergot  and  other  inter- 
nal remedies  to  cause  uterine  contraction  ;  abdominal  fric- 
tion or  pressure  ;  the  irritation  of  the  vagina,  of  the  os 
and  cervix  uteri,  or  of  the  cavity  of  the  organ  by  the  haijd  ; 
the  application  of  cold  in  various  ways  ;  the  application  of 
heat  by  the  injection  of  hot  water;  the  excitement  of  re- 
flex contractions  of  the  uterus  by  the  irritation  of  distant 
organs,  as  the  mammary  glands,  or  the  stomach  ;  the  use 
of  nervous  and  cerebral  stimuli,  as  opium,  ammonia,  capsi- 
cum, and  oil  of  turpentine.  I  pass  by  all  of  these  remedies, 
since  I  am  sure  their  efficiency,  and,  what  is  equally  impor- 
tant, their  relative  value  is  thoroughly  appreciated  by  us 
all.  And  I  present  a  case  where  the  hemorrhage  has  failed 
to  be  controlled  by  the  use  of  any  or  all  of  these  milder  ex- 
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pedients  ;  where  the  symptoms  are  most  urgent,  and  where 
we  realize  that,  if  the  flow  continue  much  longer,  a  fatal 
termination  is  inevitable.  What  is  to  be  done  ?  Let  us 
fairly  comprehend  the  condition  of  our  patient.  The  uterus 
refuses  to  contract ;  the  many  stimuli  which  we  have  em- 
ployed to  arouse  it  to  activity  have  proved  powerless.  It 
is  evident  that  if  our  milder  remedies  have  failed,  we  must 
employ  more  active  ones ;  it  is  evident  that  if  we  cannot 
make  the  uterus  contract,  the  woman  will  die.  This  slug- 
gish, this  inert,  this  paralyzed  uterus  must  be  awakened  to 
activity  by  some  powerful  stimulant,  and  that  instantly,  or 
all  remedies  will  be  useless.  What  shall  this  new  and  pow- 
erful stimulus  be }  Many  have  been  suggested,  which  shall 
we  select  .-•  What  is  most  desirable  is  a  remedy  that  can 
be  easily  obtained,  under  all  circumstances ;  one  that  ad- 
mits of  application  in  the  simplest  and  most  speedy  man- 
ner ;  a  remedy  efficient  as  an  irritant  to  stimulate  the  most 
sluggish  and  inert  uterus  to  instant  contraction,  in  other 
words,  capable  of  speedily  curing  the  hemorrhage ;  but,  at 
the  same  time,  a  remedy  the  use  of  which  shall  not  be  fol- 
lowed by  any  injurious  or  dangerous  consequences.  As  I 
have  just  remarked,  many  remedies  have  been  suggested. 
A  remedy  that  can  always  be  obtained,  one  that  can  be  ap- 
plied without  the  slightest  difficulty,  one  that  will  be  cer- 
tain to  excite  sufficient  irritation  to  cause  the  most  inert 
organ  instantly  to  contract,  is  the  actual  cautery.  A  com- 
mon poker  would  answer,  a  horn  or  bone  speculum  would 
protect  the  walls  of  the  vagina,  while  the  irritation  caused 
by  the  application  of  the  heated  metal  to  the  inner  surface 
of  the  uterus,  would,  I  have  no  doubt,  though  I  have  never 
resorted  to  this  remedy,  occasion  an  instant  shrinking  of 
the  most  relaxed  uterus  ever  presented  to  the  anxious  prac- 
titioner. And  yet  this  remedy,  so  certain  to  excite  intense 
uterine  irritation,  so  certain  to  cure  the  most  obstinate  hem- 
orrhage, must  not  be  used,  not  because  it  is  not  a  good 
cure  for  post  partum  hemorrhage,  but  because  the  woman 
would,  in  all  probability,  die  from  its  subsequent  effects. 
Here,  then,  is  a  most  efficient  remedy ;  but,  unfortunately, 
a  most  dangerous  one. 
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The  next  remedy  I  will  discuss  is  the  injection  of  the 
solutions  of  the  persalts  of  iron  into  the  cavity  of  the 
uterus.  Of  the  efficiency  of  this  remedy  there  is  no  doubt. 
The  irritation  it  excites  causes  instant  shrinking  of  the 
uterus,  while  the  potent  styptic  effect  of  the  astringent 
solution  on  the  lining  membrane  of  the  bleeding  womb,  and 
on  the  gaping  utero-placental  orifices,  is  also  valuable  in  ar- 
resting the  flow.  The  application  then  of  th .-.  persalts  of 
iron  in  cases  of  post  partum  hemorrhage,  like  the  applica- 
tion of  the  red-hot  poker,  is  certain  to  cure  the  hemorrhage  ; 
unfortunately,  however,  it  sometimes  resembles  the  red-hot 
poker  in  its  subsequent  effects,  and  the  experience  of  the 
last  few  years,  I  think,  has  proved  that  women  will  die, 
though  they  did  not  lose  a  teaspoonful  of  blood  after  the 
application  of  the  styptic  solution  —  that  women  will  die, 
sometimes,  solely  in  consequence  of  the  use  of  the  persalts 
of  iron  as  a  cure  for  post  partum  hemorrhage. 

In  endeavoring,  however,  justly  to  estimate  the  value 
of  the  ferric  salts  as  remedies  for  post  partum  hemor- 
rhage, we  must  bear  in  mind  that  their  use  is  sometimes 
as  harmless  as  it  is  potent,  and  therefore,  that  there 
are  certain  kinds  of  cases,  to  which  I  shall  presently  refer, 
where  they  are  fairly  to  be  looked  upon  as  the  remedies  to 
save  the  life  of  the  patient.  Injections  of  tincture  of  iodine 
have  been  urged  as  the  certain  remedy  for  post  partum 
hemorrhage.  Undoubtedly,  the  tincture  of  iodine  is  excel- 
lent in  uterine  inertia ;  its  use  excites  sufficient  irritation 
to  produce  instant  shrinking  of  the  relaxed  uterus,  and,  at 
the  same  time,  the  iodine  does  not  occasion  the  formation 
of  those  hard  and  adhering  coagula  which  have  proved  so 
dangerous  after  the  injection  of  the  solution  of  the  persalts 
of  iron  ;  which  have  proved,  as  I  firmly  believe,  the  cause 
of  death,  in  many  cases  from  embolism,  from  septicemia, 
or  from  the  development  of  inflammatory  affections  of  the 
uterus,  or  of  the  adjoining  structures.  The  tincture  of 
iodine  is  also  admirable  as  an  antiseptic.  Though  I  have 
not  made  use  of  the  tincture  of  iodine,  I  nevertheless  es- 
teem it,  and  might,  perhaps,  resort  to  it  had  the  remedy  I 
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am  about  to  suggest  ever  failed  me.  A  difficulty,  however, 
attaches  to  the  use  of  this  remedy  in  any  case  of  sudden 
and  unexpected  emergency  —  and  that  is,  that  unless  the 
medical  attendant  should  have  it  with  him,  his  patient  may 
die  from  the  want  of  it,  or  some  other  remedy  must  be  ap- 
plied. 

This  brings  me  to  the  discussion  of  the  agent  to  which 
I  wish  to  call  the  attention  of  the  Fellows  of  this  Society 
as  the  remedy  for  post  partum  hemorrhage,  occurring  under 
the  conditions  I  have  laid  down,  and  in  cases  when  the  or- 
dinary remedies  of  friction,  pressure,  ergot,  cold,  etc.,  etc., 
have  failed.  This  remedy  is  common  vinegar.  I  claim 
no  originality  in  suggesting  it.  I  will  merely  state  that 
I  have  used  it,  alone,  as  my  last  resort,  both  in  hospital 
and  private  practice,  in  many  (apparently  desperate)  cases 
of  post  partum  hemorrhage,  and  invariably  with  successful 
results.  I  have  taught  the  use  of  vinegar  to  my  classes 
since  1854,  and  though  I  am  in  constant  receipt  of  reports 
of  cases  from  my  former  pupils  in  which  they  have  relied 
on  vinegar — often,  in  seemingly  hopeless  conditions  —  in 
all  these  years  I  have  received  the  report  of  but  one  case 
where  the  remedy  failed  to  check  the  hemorrhage.  In  this 
instance,  my  friend  happened  to  have  access  to  a  galvanic 
battery,  and  the  electrical  current  at  last  proved  the  needed 
stimulant  to  secure  uterine  contraction. 

Vinegar  I  have  found  not  only  a  certain  remedy  for  post 
partum  hemorrhage,  but  a  remedy  as  safe  as  it  is  certain  to 
cure.  In  the  many  very  bad  cases  where  I  have  used  it 
the  hemorrhage  was  always  arrested,  and  in  but  one  in- 
stance did  the  woman  subsequently  die,  and  in  this  case 
neither  I,  nor  the  immediate  attendant  (my  friend  Prof. 
John  Neill)  had  any  reason  to  attribute  the  woman's  death 
(neither  did  we)  to  the  vinegar  I  had  used  to  check  a  most 
appalling  case  of  flooding.  In  the  many  reports  which  I 
have  received  from  my  former  pupils  on  this  subject,  I  have 
yet  received  none  where  any  unfortunate  results  have  fol- 
lowed the  application  of  vinegar. 

Vinegar  presents  the  following  advantages  as  an  invalu- 
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able  remedy  in  the  treatment  of  obstinate  cases  ot  post 
partum  hemorrhage,  where  the  difficulty  to  be  overcome  is 
a  want  of  shrinkage  in  the  uterine  muscle.  In  the  first 
place,  it  can  always  be  easily  obtained  —  every  household 
even  the  humblest,  having  a  vinegar  cruet.  In  the  second 
place,  it  can  be  applied  instantly,  and  without  any  appara- 
tus. In  the  third  place,  it  always  cures  the  hemorrhage,  or 
rather,  I  should  say,  it  has  never  failed  to  do  so  in  my  prac- 
tice. It  is  sufficiently  irritating  to  excite  the  most  benumbed 
and  sluggish  uterus  to  contract,  while,  at  the  same  time,  it 
is  not  so  irritating  that  its  subsequent  effects  are  injurious. 
Fourthly,  it  is  an  admirable  antiseptic.  Professor  Zweifel, 
of  Erlangen,  in  his  recent  paper  on  the  prevention  of  puer- 
peral fever,  considers  vinegar  an  excellent  substitute  for 
carbolic  or  salicylic  acids. ^  Fifthly,  it  acts  on  the  lining 
membrane  of  the  uterus,  and  on  the  gaping  orifices  of  the 
torn  utero-placental  vessels  as  a  valuable  astringent.  Vin- 
egar I  suggest,  then,  to  the  Fellows  of  this  Society,  as  a 
most  valuable  remedy  in  post  partum  hemorrhage  depend- 
ing on  inertia,  possessing  the  advantage  of  the  solutions  of 
the  persalts  of  iron,  of  the  tincture  of  iodine,  and,  may  I 
not  add,  even  also  all  the  advantages  of  the  actual  cautery ; 
while  its  use  is  attended  by  none  of  the  difficulties,  and 
followed  by  none  of  the  dangers  that  attach  to  these  rem- 
edies. 

I  have  just  stated  that  vinegar  may  be  applied  instantly 
and  without  apparatus  —  perhaps  I  should  mention  pre- 
cisely my  method  of  using  it.  I  pour  a  few  tablespoonfuls 
into  a  vessel,  dip  into  it  some  clean  rag  or  a  clean  pocket 
handkerchief.  I  then  carry  the  saturated  rag  with  my  hand 
into  the  cavity  of  the  uterus  and  squeeze  it ;  the  effect  of 
the  vinegar  flowing  over  the  sides  of  the  cavity  of  the  uterus 
and  through  the  vagina  is  magical.  The  relaxed  and  flabby 
uterine  muscle  instantly  responds.  The  organ  at  once  as- 
sumes, what  I  will  term,  its  gizzard-like  feel,  shrinking  down 
upon  and  compressing  the  operating  hand,  and  in  the  vast 
majority  of  cases  all  hemorrhage  ceases  instantly ;  should 
^  Monthly  Abstract  of  Medical  Science,  ]\xviQ,  1878. 
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one  application  of  vinegar  fail  to  secure  sufficient  contrac- 
tion, the  hand  can  be  withdrawn,  and  a  second  or  even  a 
third  application  can  be  made,  until  the  uterus  shall  contract 
sufficiently  to  stop  the  flow  of  blood. 

Had  I  time,  it  would  have  been  desirable  to  discuss  this 
interesting  subject  at  greater  length  and  more  completely. 
Thus  it  may  be  asked,  suppose  you  should  meet  with  a  case 
of  hemorrhage  where  vinegar  failed  to  excite  sufficient 
uterine  irritation,  and,  consequently  failed  to  arrest  the 
flooding  —  what  should  be  done  ?  My  reply  is,  that,  while 
such  a  case  is  supposable,  it  is  extremely  improbable.  / 
have  never  met  with  one,  and  but  one  has  been  reported 
to  me.  My  treatment,  however,  in  a  case  where  vinegar 
failed,  would  be  at  once  to  resort  to  the  application  of  the 
solution  of  the  persalts  of  iron.  I  should  do  so  too  with 
confidence  that  the  remedy  would  stop  the  hemorrhage, 
but,  at  the  same  time,  I  should  consider  my  patient  placed 
in  great  additional  danger  by  the  use  of  my  cure,  and  I 
would  employ  it  only  on  the  ground  that  desperate  diseases 
justify  the  employment  of  heroic  measures.  If  this  view 
be  accepted,  we  are  to  consider  the  persalts  of  iron  as  the 
last  and  extreme  remedy  to  be  resorted  to  in  case  of  flood- 
ing ;  never  to  be  used  save  in  those  cases  of  uterine  inertia 
where  the  simpler  and  safer  remedy  of  vinegar  has  failed  ; 
and,  inasmuch  as  vinegar  seldom  or  never  fails  to  cure 
uterine  inertia,  the  persalts  of  iron  are  seldom  or  never  to 
be  employed  in  its  treatment. 

It  would  have  been  satisfactory  to  complete  this  subject  ; 
and  to  have  discussed  the  treatment  not  merely  of  hemor- 
rhage when  caused  by  uterine  inertia,  but  when  due  to 
some  of  the  other  causes  to  which  I  have  referred.  My 
time,  however,  has  expired.  When  post  partum  hemorrhage 
is  caused  by  other  conditions,  necessarily  other  remedies 
are  demanded.  Thus  in  retained  or  adherent  placenta,  the 
removal  of  the  placental  mass  is  essential.  In  cases  of  hem- 
orrhage caused  by  uterine  fibroids  or  polypi,  I  have  found 
vinegar  entirely  satisfactory.  I  have  had  similar  good  re- 
sults when  I  have  used  vinegar  to  check  a  flooding  follow- 
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ing  a  labor  complicated  by  extensive  cancerous  degenera- 
tion. In  the  hemorrhage  due  to  lacerations,  styptics, 
ligatures,  compression  at  times  are  useful,  and,  in  such 
kinds  of  cases,  the  ferric  salts  may  be  indispensable.  In 
the  hemorrhage  caused  by  over-exertion  or  emotion,  I  have 
found  opium,  revulsives,  ergot,  and  the  local  application  of 
astringents  the  most  efficient  agents. 
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Dr.  White,  of  Buffalo.  —  The  remedy  proposed  by  Dr.  Wil- 
son strikes  me  as  being  very  valuable.  There  were  in  his  case 
four  applications  of  the  knuckles  and  one  of  the  fingers.  I  am, 
however,  unable  to  see  the  analogy  which  the  doctor  has  attempted 
to  draw  between  the  use  of  the  curette  in  the  treatment  of  poly- 
poid growths,  and  the  use  of  the  fingers  within  the  uterine  cavity 
when  the  uterine  vessels  are  open.  These  open  vessels  must  be 
ligated  by  the  contractions  of  the  uterine  muscles,  and  in  no 
other  way. 

Dr.  Penrose  has  introduced  to  me  a  new  remedy;  why  I  have 
not  before  used  it  I  cannot  tell,  for  I  have  been  in  the  habit  for 
many  years  of  using  vinegar  or  acetic  acid  to  arrest  hemorrhage 
when  operating  upon  the  uterus  or  the  vagina. 

Dr.  Thomas,  of  New  York.  —  The  reader  of  the  last  paper 
said  he  should  not  deal  with  the  subject  of  etiology,  nevertheless 
he  has  dealt  with  it,  and  done  it  very  fully. 

In  lecturing  before  medical  students,  it  has  been  my  habit  to 
classify  this  subject  in  the  following  way.  Post  partum  hemor- 
rhage is  always  due  to  one  of  three  causes,  namely :  — 

First,  to  failure  on  the  part  of  the  uterus  to  contract  when  there 
is  no  mechanical  interference  ;  this  is  termed  uterine  atony  or 
inertia. 

Second,  to  the  presence  of  some  mechanical  interference  pre- 
venting the  action  of  a  uterus  willing  to  contract. 

Third,  to  a  solution  of  continuity. 

This  classification  I  have  made  merely  for  the  use  of  the  stu- 
dent at  the  bed-side,  so  that  he  might  rapidly  revolve  in  his  mind 
the  causes  of  this  much  dreaded  complication  of  labor. 

As  an  obstruction  to  the  action  of  a  willing  uterus,  we  may  cite, 
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the  presence  of  a  second  child,  the  presence  of  a  portion  of  the 
placenta,  uterine  fibroids,  clots  of  blood,  etc. 

A  solution  of  continuity  may  exist  in  the  form  of  cancer  of  the 
uterus,  a  laceration  of  the  cervix  uteri,  of  the  walls  of  the  body 
of  the  uterus  or  the  vagina,  or  of  the  perineum,  and  in  the  puden- 
dal hematocele,  which  I  hope  is  to  be  the  phraseology  of  what 
is  commonly  called  vulvar  thrombosis. 

We  all  know  how  commonly  uterine  inertia,  is  regarded  as  a 
cause  of  post  partum  hemorrhage,  and  now  the  point  I  wish  to 
make  is  this  :  Is  it  usually  primary  or  is  it  secondary?  Is  it  due 
to  some  peculiarity  in  the  uterine  fibre  ?  My  impression  is,  that 
uterine  inertia  is,  in  a  large  number  of  cases,  due  to  mismanage- 
ment on  the  part  of  the  practitioner.  The  uterus,  we  will  suppose, 
has  done  its  work.  The  child  has  been  expelled  by  the  regular  and 
efficient  contractions  of  the  organ  which  contained  it,  and  the  ute- 
rus is  felt  as  a  firmly  contracted  mass  above  the  pubes.  Slowly, 
and  without  warning,  a  clot  of  blood  forms  within  the  uterine 
cavity.  This  acts  as  an  obstruction  to  the  escape  of  blood  :  the 
uterus  becomes  distended  and  ceases  to  contract.  The  obstetri- 
cian examining  the  case  now  pronounces  it  one  of  uterine  inertia. 
So  it  is  ;  but  this  uterine  inertia  was  induced  by  mechanical  inter- 
ference with  uterine  contraction.  After  every  labor  the  obstetrician 
should  force  the  uterus  into  a  condition  of  firm  contraction,  and 
should  not  consider  the  third  stage  of  labor  as  completed  with 
the  expulsion  of  the  placenta.  The  expulsion  of  the  placenta  is 
not  the  third  stage  of  labor,  although  it  usually  occurs  during  the 
third  stage  of  labor.  It  is  an  epiphenomenon  of  this  stage.  The 
third  stage  of  labor  may  be  defined  as  a  tonic  contraction  of  the 
uterus.  But,  it  may  be  said,  suppose  the  uterus  will  not  contract  ? 
I  say  in  almost  all  cases  if  the  uterus  is  well  managed,  it  will 
contract. 

Now,  sir,  I  think  the  experienced  practitioner  will  be  able,  when 
a  case  arises,  to  recognize  the  cause  quickly,  and  treat  it  properly. 
I  must  confess  that  while  I  look  upon  Dr.  Penrose's  remedy  as  a 
valuable  one,  it  seems  to  me  that  almost  anything  else  in  solution 
in  water  would  answer  equally  well.  His  remedy,  however,  is 
vastly  preferable  to  the  persulphate  of  iron.  The  tincture  of 
iodine  has  been  lauded  very  much  in  the  treatment  of  these  cases. 
I  think,  however,  it  is  important  that  we  should  recollect  that 
these  agents  have  no  specific  action  whatever.  I  do  not  believe 
that  iodine  has  any  more  to  do  with  the  contraction  of  the  uterus 
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than  alcohol  and  water.  I  believe  that  hot  water  will  accomplish 
as  much  in  these  cases  as  iodine.  The  iodine,  however,  acts  more 
powerfully  as  a  local  stimulant  than  does  the  hot  water. 

I  think  that  alcohol  and  water  will  be  found  as  thoroughly  ef- 
fectual as  the  new  remedy  which  has  been  proposed.  While  I 
recognize  the  importance  of  this  paper,  I  recognize  also  the  im- 
portance of  putting  aside  the  idea  that  vinegar  has  any  specific 
action  in  controlling  post  partum  hemorrhage. 

Dr.  Lyman,  of  Boston.  • —  I  have  had  very  little  experience,  but 
remember  having  had  in  my  practice  three  very  severe  cases  of 
post  partum  hemorrhage.  In  all  of  these  the  uterus  contracted 
well.  I  am  convinced  that  there  is  some  cause  which  no  one  has 
yet  arrived  at  for  post  partum  hemorrhage,  and  I  would  like  very 
much  to  hear  this  matter  further  discussed. 

Dr.  John  L.  Atlee,  of  Lancaster.  —  I  have  only  one  fault  to 
find  with  Dr.  Wilson's  treatment  of  his  case  in  using  tlie  hand  as 
a  curette,  and  that  is  withdrawing  the  hand  before  the  uterus  has 
firmly  contracted. 

The  remedy  proposed  is,  I  think,  an  extremely  valuable  one, 
and  is  always  at  hand. 

Dr.  Smith,  of  Philadelphia.  —  I  have  been  in  the  habit  of  di- 
viding hemorrhage  from  the  uterus  occurring  in  connection  with 
parturition  into  two  kinds.  First,  that  dependent  upon  disten- 
tion, and,  second,  that  dependent  upon  laceration.  If  the  uterus 
is  emptied  it  will  contract,  and  if  it  contracts  hemorrhage  will 
cease.     This  is  the  basis  of  my  treatment. 

I  was  very  glad  to  hear  the  impressive  remarks  of  Dr.  Thomas 
in  regard  to  the  necessity  of  emptying  the  uterus,  because  if  we 
empty  the  uterus  it  will  contract,  no  matter  what  injections  or 
external  applications  are  used,  if  the  hemorrhage  be  recent  or  any 
vital  capacity  for  reaction  remain  in  the  mother.  If  the  uterus  be 
not  emptied  the  distention  necessarily  keeps  the  uterine  vessels 
open  and  hence  the  continuance  of  hemorrhage.  It  is  very  essen- 
tial in  teaching  young  men  that  we  should  insist  upon  the  intro- 
duction of  the  hand  to  turn  out  the  clots,  whether  it  be  in  the 
case  of  abortion  at  six  weeks  or  labor  at  full  term.  The  prac- 
titioner should  lose  no  time  in  resorting  to  this  means. 

I  am  very  glad  to  have  heard  the  experiences  of  Dr.  Penrose 
and  Dr.  Wilson,  but  the  great  point  in  the  treatment  of  these 
cases  is  not  to  introduce  anything  into  the  cavity  of  the  uterus 
that  will  prevent  its  contraction.     I  might  merely  mention  that  for 
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the  last  two  years  I  have  used  with  very  great  success  injections 
of  hot  water  at  a  temperature  of  110°  Fahrenheit.  I  look  upon 
water  at  this  temperature,  introduced  with  an  ordinary  vaginal 
syringe,  as  an  indispensable  part  of  my  obstetric  armamentarium. 
In  every  case  of  labor  which  I  have  attended  for  the  last  two 
years  I  have  used  this  method  of  treatment  where  it  was  prac- 
ticable as  a  preventive  of  hemorrhage,  and  have  had  it  fail  during 
that  time  only  twice.  My  plan  is  to  pass  a  stream  of  carbolized 
water  into  the  cavity  of  the  uterus  at  the  time  I  introduce  my 
hand  for  the  purpose  of  turning  out  the  clots. 

The  result,  I  have  found,  has  been  instantaneous  contraction  of 
the  uterus,  and  a  disposition  on  its  part  to  remain  firmly  con- 
tracted. The  lochial  discharge  is  also  much  lessened.  One  great 
danger  from  the  use  of  the  persalts  of  iron  is  that  they  prevent 
the  removal  of  the  splint  which  keeps  open  the  uterine  vessels. 
The  disinclination  of  young  practitioners  to  introduce  their  hand 
into  the  cavity  of  the  uterus  leads  them  in  their  hurry  to  the  in- 
jection of  the  persalts.  By  so  doing  a  hemorrhage  is  not  arrested, 
but  the  blood  is  coagulated.  Of  course  this  would  not  happen  in 
the  hands  of  an  experienced  physician,  for  the  clots  would  be  re- 
moved. We  know  that  in  England,  where  the  teachings  of  Dr. 
Barnes  are  so  well  known,  death  after  death  follows  the  applica- 
tion of  the  persalts  of  iron. 

Dr.  Campbell,  of  Georgia.  — When  I  find  the  uterus  distended 
with  clots  as  large  as  my  fist,  my  first  procedure  is  to  remove  the 
clots  of  blood.  I  then  elevate  the  foot  of  the  bed  so  that  the 
force  of  gravity  may  aid  in  arresting  ,  the  hemorrhage.  I  intro- 
duce my  hand  into  the  vagina,  and  if  necessary  into  the  uterus, 
and  carry  with  it  a  piece  of  ice,  or  apply  ice  externally.  This  has 
been  my  plan  of  treatment  for  a  long  time.  Now  as  to  mechan- 
ical irritation,  we  know  that  these  uterine  sinuses  have  no  mus- 
cular walls,  but  by  irritating  the  placental  surface  we  cause  the 
contraction  of  the  muscular  fibres,  whose  special  duty  it  is  to  con- 
tract upon  these  open  vessels ;  in  doing  so  we  accomplish  the  same 
thing  as  by  the  use  of  -iodine,  or  that  most  horrible  application, 
persulphate  of  iron. 

I  wish  to  state  that  the  result  of  my  intimate  personal  knowl- 
edge in  regard  to  the  injection  of  iodine  in  post  partum  hemor- 
rhage has  been  exceedingly  favorable  to  its  use. 

Dr.  Engelmann,  of  St.  Louis.  —  A  great  deal  has  been  said 
against  the  use  of  the  persalts  of  iron  in  post  partum  hemorrhage. 
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I  have  used  the  iron  and  have  learned  to  rely  upon  it  in  these 
cases.  It  may  be  that  the  success  attending  its  use  is  due  to  the 
familiarity  in  handling  it.  It  should  never  be  used  until  the 
uterus  has  been  thoroughly  emptied.  I  have  been  in  the  habit  of 
cleansing  the  uterus  first,  and  then  swabbing  the  cavity  with  a 
piece  of  cotton  saturated  with  the  solution  of  iron.  In  this  way 
the  entire  inner  surface  of  the  uterus  is  evenly  touched.  I  have 
in  the  past  few  months  seen  several  cases  of  post  partum  hemor- 
rhage and  by  the  adoption  of  this  treatment,  recovery  has  been 
speedy  and  without  pain  or  any  other  symptoms  whatsoever.  I 
believe,  also,  that  we  get  some  of  the  advantages  of  the  antiseptic 
properties  of  the  iron. 

Dr.  Trask,  of  Astoria,  L.  I.  —  One  point  in  regard  to  the  use 
of  iron.  The  largest  analysis  of  cases  in  which  the  persalts  of 
iron  have  been  employed  will  show  that  good  results  have  not 
been  in  consequence  of  the  styptic  effects  of  the  iron,  but  are  due 
to  its  irritant  effect  upon  the  placental  surface.  In  some  cases 
the  arrest  of  hemorrhage  would  seem  to  have  been  due  to  the 
styptic  effect  of  the  agent  employed,  but  in  other  cases  the  his- 
tory is  that  immediately  following  the  injection  of  the  iron  con- 
traction of  the  uterus  has  taken  place,  expelling  its  contents. 

In  the  paper  which  I  read  some  fifteen  or  twenty  years  ago, 
and  published  in  a  journal  the  name  of  which  I  do  not  remember, 
I  recommended  the  injection  of  the  diluted  tincture  of  iodine  into 
the  uterus,  and  in  it  were  recorded  several  cases  where  it  had 
been  used  successfully. 

In  regard  to  the  evil  effects  of  iron,  a  most  interesting  discus- 
sion took  place  in  the  London  Obstetrical  Society  two  or  three 
years  ago,  at  which  time  Dr.  Playfair  reported  two  or  three  cases 
where  bad  effects  had  unquestionably  resulted  from  the  use  of  this 
agent.  That  is  to  say,  its  application  was  followed  by  the  coagu- 
lation of  blood,  which  caused  a  thrombosis  that  was  followed  by 
a  septicemia,  and  caused  the  death  of  the  patient. 

It  has  always  been  a  poor  excuse  for  the  practitioner  to  make 
that  he  did  not  have  the  proper  means  at  hand  to  treat  a  case  of 
post  partum  hemorrhage.  For  what  purpose  is  the  accoucheur  in 
the  lying-in  chamber  ?  Most  cases  of  labor  are  normal,  and  it  is 
only  infrequently  that  the  services  of  a  skilled  attendant  are  neces- 
sary. It  is,  therefore,  an  implied  contract  between  the  physi- 
cian and  those  who  employ  him  that  he  should  be  prepared  for 
any  emergency.    Therefore,  since  the  use  of  iodine  has  been  intro- 
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duced,  I  have  always  taken  it  with  me  in  going  to  attend  a  patient 
in  labor. 

Dr.  Bozemax.  of  New  York.  —  I  do  not  rise  to  give  my  ex- 
perience in  comparison  with  the  gentlemen  who  have  thus  far  dis- 
cussed the  paper.  Although  it  is  perfectly  evident  that  the  teach- 
ings of  Dr.  Thomas  should  be  adopted,  nevertheless  the  errors 
pointed  out  are  not  always  avoided.  The  efficient  use  of  the  arm 
and  hand  in  the  treatment  of  post  partum  hemorrhage  has  been 
set  forth.  It  should  be  remembered,  however,  that  the  obstetri- 
cian has  t«o  hands  as  well  as  one.  Ice  is  a  most  efficient  rem- 
edy in  these  cases,  and  may  be  introduced  into  the  cavity  of  the 
uterus  at  the  same  time  that  the  hand  is  introduced  to  remove 
the  clot,  while  the  other  hand  grasps  the  uterus  through  the  ab- 
dominal walls,  as  a  surgeon  would  hold  the  femoral  arterj'  in 
hemorrhage  after  amputation. 

Dr.  Chadwick.  of  Boston,  —  Two  points  have  become  impressed 
upon  my  mind  during  my  limited  experience,  which  are  pertineiit 
to  this  topic. 

First  with  regard  to  the  injection  of  perchloride  of  iron  to  ar- 
rest uterine  hemorrhage,  whether  post  partum  or  not.  I  have  ap- 
plied it  freely  and  frequently  to  the  cavity  of  the  non-pregnant 
uterus  ;  in  two  instances  septicemia  ensued.  The  first  was  to 
arrest  the  hemorrhage  after  the  removal  of  a  large  fibroid  polyp 
by  the  e'craseur ;  the  patient  died  on  the  tenth  day  with  symptoms 
so  obscure  as  not  to  suggest  that  septicemia  was  the  cause,  as  I 
have  since  concluded  was  the  case.  The  second  was  after  an  at- 
tempt to  enucleate  a  very  large  submucous  fibroid  tumor.  Septice- 
mia declared  itself  on  the  third  da)%  but  was  combatted  by  re- 
peated injections  of  a  solution  of  permanganate  of  potash  into  the 
uterine  ca\*ity,  and  the  patient  ultimately  saved. 

In  only  one  instance  have  I  used  this  salt  after  delivery.  The 
patient,  after  miscarriage  at  the  sixth  month,  lost  an  immense 
amount  of  blood,  owing  to  the  retention  of  a  placenta  that  was  so 
friable  that  it  could  only  be  removed  in  pieces.  The  iron  arrested 
the  hemorrhage,  but  septicemia  set  in  on  the  third  day.  It  was 
arrested  promptly  by  a  few  injections  of  the  above-mentioned  dis- 
infectant. 

This  experience  suggests  that  septicemia  is  the  great  —  if  not 
only  —  danger  to  be  feared  from  such  use  of  perchloride-  of  iron. 
This  \'iew  I  have  found  to  be  corroborated  by  a  study  of  the  dis- 
cussions lately  held  in  the  Obstetrical  Society  of  London  ;  nearly 
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all  the  deaths  there  reported  were  from  septicemia.  If  this  be 
the  danger,  the  remedy  is  clearly  indicated  by  the  results  in  my 
cases.  I  believe  that  the  injection  of  perchloride  of  iron  into  the 
cavity  of  the  non-puerperal  or  puerperal  uterus  may  be  made  per- 
fectly innocuous,  if  the  rule  be  adopted  that  a  disinfectant  solu- 
tion be  invariably  carried  into  the  uterine  cavity,  once  or  twice  a 
day  for  a  week  afterwards,  as  a  prophylactic  measure. 

Secondly.  In  my  last  three  cases  of  post  partum  hemorrhage  I 
have  obtained  almost  instantaneous  contraction  of  the  womb,  and 
arrested  the  flow,  by  the  subcutaneous  injection  of  sulphuric 
ether,  as  recently  recommended  by  Macan,  of  Dublin.  In  one 
instance  the  effect  of  this  measure  was  no  less  prompt,  or  decided, 
owing  to  the  fact  that  the  woman  was  deeply  etherized  at  the 
time.  I  wish  merely  to  call  attention  to  this  valuable  remedy,  for 
it  is  convenient  to  use,  and  is  often  at  hand. 

Dr.  Barker.  —  I  will  merely  mention  three  or  four  points. 

First,  as  regards  the  predisposing  cause  of  post  partum  hem- 
orrhage. This  subject  has  been  discussed,  but  one  of  the  pre- 
disposing causes  has  not  been  alluded  to,  namely,  a  hemorrhagic 
diathesis  ;  it  is  this  form  of  uterine  hemorrhage  that  is  most  diffi- 
cult to  meet  and  control.  It  is  frequently,  though  not  always,  as- 
sociated with  a  condition  of  excessive  anemia.  Consequently  it 
is  very  important  that  previous  to  parturition  the  patient  should 
be  put  on  a  prophylactic  treatment  for  the  cure  of  the  anemia. 

Three  or  four  years  ago  a  patient  was  brought  to  New  York  to 
be  attended  by  me  in  her  third  confinement ;  the  reason  being 
that  in  her  previous  confinements  she  had  come  near  to  death 
from  excessive  hemorrhage.  This  hemorrhage  had  been  so  ex- 
cessive that  one  or  two  years  were  necessary  for  her  to  recover 
fully  from  its  effects.  She  undoubtedly  received  every  care  and 
attention  that  medical  skill  could  bestow.  I  understood  from  her 
husband  that  at  the  time  of  the  labor,  just  as  the  child's  head 
was  being  born,  a  dose  of  ergot  was 'given,  compression  of  the 
uterus  being  made  through  the  abdominal  walls,  and  yet  a  most 
profuse,  sudden,  and  dangerous  hemorrhage  came  on  and  it  was 
hours  before  she  was  in  a  condition  that  was  regarded  as  safe  ; 
her  second  confinement  took  place  six  years  afterwards.  She  was 
attended  during  that  labor  by  a  gentleman  whom  I  know  to  be  an 
able  obstetrician.  He  took  every  precaution  and  yet  the  result  of 
the  second  confinement  was  the  same  as  the  first.  The  patient  be- 
came pregnant  a  third  time  and  was  brought  to  New  York  to  be 
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attended  by  me.  I  learned  of  the  excessive  loss  of  blood  in  her 
previous  confinements  and  also  at  her  menstrual  periods. 

In  the  next  place  I  learned  that  this  patient  had  a  tooth  ex- 
tracted about  two  months  after  the  cessation  of  menstruation  in 
this  pregnancy,  and  that  the  hemorrhage  was  so  excessive  that 
she  was  not  able  to  sit  up  for  three  weeks,  and  that  it  was  ar- 
rested only  by  the  use  of  the  actual  cautery.  You  may  well  imag- 
ine that  I  wished  my  patient  had  gone  a  thousand  miles  in  an- 
other direction  instead  of  coming  to  New  York. 

I  at  once  commenced  treatment  by  iron  and  chlorate  of  potash, 
keeping  her  under  the  full  influence  of  these  agents  up  to  the 
time  of  confinement,  seven  weeks  later.  Her  general  condition  im- 
proved materially.  She  had  never  been  in  the  habit  of  taking 
stimulants,  but  I  directed  her  to  use  claret  wine  with  her  meals. 
When  she  was  confined,  her  labor  was  neither  long  nor  severe.  I 
took  every  precaution  against  the  occurrence  of  hemorrhage,  deliv- 
ered the  placenta  by  compression,  administered  Squibb's  fluid  ex- 
tract of  ergot,  never  leaving  the  uterus  free  from  my  grasp,  when 
all  at  once,  to  my  utter  horror,  it  began  to  expand  under  my  hand. 
I  seized  the  fundus  of  the  uterus  with  great  firmness,  expelled  the 
clots,  and  again  excited  uterine  contractions.  I  did  not  have  oc- 
casion to  put  my  hand  into  the  uterus,  yet  for  six  hours  and  a 
half  after  the  delivery  of  the  child  my  hand,  or  that  of  my  able 
assistant,  held  the  uterus  firmly.  Her  recovery  was  good  and 
without  further  hemorrhage. 

In  the  case  of  a  very  rapid  birth,  where  the  uterus  accomplishes 
its  work  in  a  very  short  time,  uterine  inertia  is  liable  to  follow, 
and  consequently  uterine  hemorrhage,  unless  contractions  are  ex- 
cited. With  reference  to  the  treatment  of  these  cases  as  men- 
tioned in  the  papers  to  which  we  have  listened,  I  agree  that,  in 
cases  where  all  other  remedies  fail,  there  is  no  method  so  good  as 
the  introduction  of  the  hand  into  the  uterus,  and  at  the  same  time, 
as  Dr.  Bozeman  suggests,  manipulation  externally  through  the  ab- 
dominal walls.  I  also  concur  with  Dr.  Atlee  in  that  the  hand 
should  not  be  removed  until  it  is  actually  expelled  by  uterine  con- 
traction. If  I  ever  introduce  my  hand  into  the  uterus,  it  is  not 
withdrawn,  but  it  is  driven  out  by  the  contractions  of  that  organ. 
I  insist  most  strenuously  upon  the  employment  of  every  method 
to  excite  uterine  contractions  ;  and  if  this  be  done,  I  believe 
that  the  cases  are  rare  in  which  it  will  be  found  necessary  to  in- 
troduce the  hand  into  the  cavity  of  the  uterus  except  where  the 
hemorrhage  is  associated  with  a  partially  adherent  placenta. 


158    THE    TREATMENT  OF  POST  PARTUM  HEMORRHAGE. 

I  have  often  thought  that  our  obstetric  text-books  are  not  suf- 
ficiently guarded  in  their  directions  as  to  introducing  the  hand 
into  the  cavity  of  the  uterus  for  the  purpose  of  arresting  hemor- 
rhage. In  several  instances,  I  have  come  to  the  conclusion  that 
traumatic  injuries,  followed  by  serious  consequences,  have  resulted 
from  this  procedure.  During  twenty-four  years  of  obstetric  ser- 
vice in  Bellevue  Hospital,  where  the  house  staff  are  young  men 
of  superior  intelligence,  I  have  a  distinct  recollection  of  four 
cases  in  which  I  found  laceration  of  the  cervix,  and  the  history  of 
these  cases  led  me  to  attribute  this  result  to  the  introduction  of 
the  hand  for  the  purpose  of  arresting  post  partum  hemorrhage. 

During  the  past  winter  I  saw  a  young  wife,  daughter  of  a  phy- 
sician of  large  obstetric  experience,  within  an  hour  after  her  labor 
had  terminated.  I  was  told  that  considerable  hemorrhage  fol- 
lowed the  delivery  of  the  placenta,  and  her  anxious,  nervous  father 
promptly  introduced  his  hand  into  the  cavity  of  the  uterus.  I 
found  no  evidence  that  she  was  suffering  from  a  great  loss  of 
blood.  Her  labor  had  not  been  long  or  severe  in  any  respect. 
The  uterus  seemed  to  be  firmly  contracted,  but  her  father  insisted 
that  I  should  make  a  vaginal  examination,  when  I  found  the  cer- 
vix lacerated  above  its  vaginal  attachment.  Two  days  after  I 
was  again  called  to  see  this  young  lady,  when  I  found  her  fatally 
ill  from  septic  peritonitis.  From  observations  of  this  kind,  my 
conviction  has  become  strong  that  the  introduction  of  the  hand 
into  the  cavity  of  the  uterus  should  be  avoided  until  other  means 
have  failed. 

Dr.  Wilson,  of  Baltimore. — We  all  agree  that  if  the  uterus  is 
firmly  contracted  there  can  be  no  post  partum  hemorrhage.  I  lis- 
tened with  a  great  deal  of  pleasure  to  the  remarks  of  Dr.  Barker, 
as  I  always  do,  but  I  cannot  agree  with  him  as  to  the  liability  to 
injury  from  the  introduction  of  the  hand  into  the  uterus  under  the 
conditions  which  call  for  it.  The  demand  for  such  procedure 
arises  when  the  cervix  is  relaxed,  and  then  no  force  is  required, 
according  to  my  experience,  to  introduce  the  hand.  I  have  never 
met  with  unfavorable  results  as  has  Dr.  Barker.  I  think  the  im- 
portant point  to  keep  ever  before  us  is  that  no  hemorrhage  can 
occur  when  the  uterus  is  contracted,  and  I  am  averse  to  using 
any  means  that  would  cut  off  at  any  future  time  the  use  of  my 
hand.  My  hand  is  the  therapeutic  agent  which  I  rely  upon  above 
all  others.  I  have  never  used  iron  in  the  treatment  of  post  par- 
tum hemorrhage,  and  1  do  not  think  I  ever  shall. 
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Now,  with  regard  to  my  paper,  it  is  founded  upon  one  case, 
and  perhaps  I  may  never  see  another  like  it. 

Dr.  Atlee  said  that  he  found  one  difficulty  with  my  treatment, 
namely,  that  I  withdrew  my  hand  from  the  uterus  too  soon.  This 
is  a  mistake  on  his  part.  The  uterus  expelled  my  hand  each  time 
by  its  contraction.  This  expulsion  of  my  hand  by  the  uterus  was 
repeated  four  times.  I  also  gave  an  ounce  and  a  half  of  ergot, 
administering  it  by  the  mouth,  per  rectum,  and  hypoclermically. 
That  having  failed  I  resorted  to  the  remedy  which  I  have  de- 
scribed, and  of  which  I  have  never  before  heard. 

Dr.  Trask.  —  I  should  regret  very  much  to  be  misunderstood. 
I  do  not  believe  there  is  anything  specific  in  the  action  of  iodine 
upon  the  cavity  of  the  uterus,  and  in  that  respect  I  agree  with  Dr. 
Thomas.  But  I  believe  that  some  agents  are  more  efficient  in 
causing  uterine  contractions  than  others,  and  I  have  no  doubt 
that  the  number  of  efficient  agents  will  be  increased.  In  regard 
to  the  use  of  Churchill's  tincture  it  may  be  said  that  only  the  di- 
luted tincture  is  used  in  the  form  of  an  injection. 

Dr.  Penrose,  of  Philadelphia.  —  There  is  but  little  need  for 
me  to  conclude  this  discussion,  since  fny  paper  can  scarcely  be 
said  to  have  been  discussed.  Gentlemen  have  described  the 
treatment  of  post  partum  hemorrhage  as  we  have  it  in  all  our 
school  text-books,  and  as  we  teach  it  to  our  students.  My  paper 
was  written  to  be  read  before  a  learned  body  of  gynecologists,  and 
I  should  have  deemed  it  almost  an  insult  to  have  told  even  the 
youngest  member  of  our  Society  what  I  teach  my  students  every 
winter,  "that  the  uterus  must  be  emptied  of  clots,"  "that  valua- 
ble stimuli  to  contraction,  are  the  introduction  of  the  hand  into 
the  cavity  of  the  organ;"  "external  abdominal  compression;" 
"use  of  cold;"  "use  of  hot  water;"  etc.,  etc.  When  gentlemen 
tell  us  that  they  employ  such  remedies,  they  refer  to  remedies  that 
every  medical  school  boy  and  woman  midwife  knows  and  uses. 

Dr.  Thomas  has  remarked  that  he  believes  "  vinegar  acts  merely 
as  an  uterine  irritant,"  "that  it  does  not  exert  any  specific  influ- 
ence," and  that  "  many  other  substances  doubtless  would  answer 
as  well,"  as,  for  example,  "  alcohol  and  water."  Now,  all  I 
claimed  for  vinegar,  in  my  paper,  was  that  it  was  a  safe  irritajit, 
though  I  believe  its  curative  action  consists  not  solely  in  its  irri- 
tating properties.  Dr.  White,  in  his  remarks,  recognizes  the  value 
of  vinegar  in  the  kind  of  cases  for  which  I  suggest  it,  and  tells  us 
that  it  acts  admirably  as  a  styptic  in  controlling  the  hemorrhage 
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from  cancer  of  the  uterus,  and,  after  operations  upon  the  organ, 
and  that  he  has  used  it  for  a  long  time  for  these  purposes. 

We  all  know  the  value  of  acetic  acid  and  many  of  the  acetates 
in  causing  contraction  of  the  blood-vessels.  If  we  apply  vinegar 
to  the  lips  we  know  one  of  the  effects  is  to  blanch  the  surface.  I 
once  arrested  a  hemorrhage  from  the  bladder,  which  had  defied 
all  treatment,  simply  by  applying  cloths  wet  with  vinegar  over  the 
lower  part  of  the  man's  abdomen.  Dr.  Thomas  has  suggested 
that  "  alcohol  and  water "  would  answer  as  well  as  vinegar.  I 
have  little  doubt  that  alcohol  and  water  would  prove  a  safe  uter- 
ine stimulant,  but  I  do  not  believe  it  would  be  comparable  in 
efficiency  to  vinegar.  Moreover,  alcohol  and  water  sometimes 
cannot  be  obtained.  This  summer  I  spent  several  weeks  in  the 
State  of  Maine,  where  the  "  liquor  law "  is  rigidly  enforced. 
Upon  repeated  occasions  I  was  in  great  need  of  "  alcohol  and 
water,"  perhaps  I  should  say  here  that  it  was  not,  however,  to 
treat  cases  of  flooding,  but  I  was  not  able  to  obtain  a  single  drop. 
In  the  State  of  Maine,  then,  a  woman  might  die  of  post  partum 
hemorrhage  if  the  remedy  to  cure  her  had  to  be  "  alcohol  and 
water."  I  observed  in  the  hotel  no  lack  of  vhiegar.  One  gentle- 
man has  remarked,  that,  if  empty,  the  uterus  will  contract.  Now 
I  imagine  that  most  of  us  have  met  with  cases  where  the  uterus 
was  empty,  and  where  it  %vas  kept  empty,  but  where  it  did  not  con- 
tract, but  continued  to  bleed  )  and  it  is  in  precisely  such  very  cases 
that  I  deem  vinegar  a  most  precious  remedy.  Dr.  Thomas  and 
Dr.  Barker  have  spoken  of  the  preventive  treatment  of  post  par- 
tum hemorrhage.  I  am  completely  in  accord  with  them  ;  since, 
I  remarked  in  my  paper  that  "  ninety-nine,  out  of  every  one  hun- 
dred cases  of  hemorrhage,"  might  have  been  prevented  by  adopt- 
ing measures  appropriate  to  the  individual,  either  during  gestation 
or  labor.  Dr.  Chadwick  has  called  our  attention  to  the  value  of 
the  hypodermic  use  of  sulphuric  ether.  I  am  sure  the  sugges- 
tion is  excellent,  and  the  remedy  used  in  this  way  is  new.  I 
have  referred  in  my  paper  to  the  effects  of  "  cerebral  and  nervous 
stimuli  "  in  causing  uterine  contractions  in  cases  of  inertia  due 
to  nervous  prostration. 

In  fine,  my  paper  was  intended  to  call  the  attention  of  the 
Fellows  of  this  Society  to  the  use  of  vinegar  in  cases  of  post  par- 
tum hemorrhage,  depending  on  uterine  inertia^  and  where  the  usual 
remedies,  known  to  every  well-educated  practitioner  of  medicine, 
had  failed ;  and  where,  unless  some  remedy  could  be  found  to  act 
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speedily,  the  woman  would  die.  Under  such  circumstances,  among 
many  irritants,  vinegar  will  be  recognized  as  presenting  the  ad- 
vantages I  have  claimed  for  it.  A  remedy  easily  to  be  obtained, 
readily  applied,  always,  in  my  experience,  promptly  causing  the 
essential  uterine  contraction,  and  never,  as  far  as  my  observation 
goes,  followed  by  any  bad  consequences  3  in  addition  it  is  an  ex- 
cellent antiseptic. 


IX 


DERMOID  TUMORS  OF  THE  OVARY. 

BY  WILLIAM   H.   BYFORD,   M.   D., 
Chicago,  III. 

Four  cases  of  ovarian  tumors  have  recently  come  under 
my  observation,  presenting  features  in  some  respects  widely 
different,  and  yet  having  sufficient  similarity  to  necessitate 
their  classification  under  the  division  known  as  dermoid 
tumors.  They  have  awakened  an  interest  that  induces 
me  to  give  a  concise  account  of  them,  feeling  assured  that 
their  diversity  in  appearance,  from  simplicity  to  great  com- 
plexity of  structure,  would  scarcely  fail  to  attract  the  at- 
tention and  excite  the  reflection  of  others  as  well  as  of 
myself. 

I  shall  purposely  abstain  from  giving  the  clinical  history 
of  each  case  in  such  detail  as  might  make  the  reading  of 
them  tedious,  and  shall  briefly  allude  to  the  salient  points 
as  an  introduction  to  a  description  of  the  tumors  themselves. 
I  shall  not  take  up  the  cases  in  chronological  order,  but 
with  reference  to  the  simplicity  and  complexity  of  their 
structure. 

I  would  apologize  to  the  society  for  consuming  time  on  a 
subject  of  so  little  practical  importance  if  I  did  not  believe 
that  they  were  sufficiently  curious  to  compensate  to  some 
extent  for  the  time  thus  occupied. 

Case  I.  —  In  the  spring  of  1874,  the  patient,  a  girl  eighteen 
3'ears  of  age,  noticed  an  enlargement  in  the  left  iliac  region,  which 
finally  became  so  great  that  in  October,  1875,  she  was  distressed 
from  the  distention.  At  this  time  she  was  tapped  and  about  ten 
quarts  of  fluid  evacuated.  The  physical  nature  of  the  fluid  was 
somewhat  tenacious,  of  a  clear,  sUghtly  bluish  tinge,  and  contained 
the  ovarian  cell.     The  outline  of  the  tumor  could  be  traced  quite 
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easily  after  the  tapping.  It  occupied  the  whole  width  of  the  ab- 
domen between  the  two  iliac  fossae  and  extended  upwards  to 
within  two  inches  of  the  umbilicus.  It  was  globular  and  of  soft 
consistence. 

After  this  operation  the  tumor  filled  quite  rapidly,  and  on  Jan- 
uary I,  1876,  the  patient  was  as  large  as  before  the  fluid  was 
evacuated. 

On  Januar}'  4,  ovariotomy  was  performed.  There  were  no  ad- 
hesions or  other  source  of  embarrassment  to  the  removal  of  the 
tumor,  and  the  patient  made  a  good  recovery. 

The  sac  was  thin  but  firm,  and  presented  the  peculiarly  pearly 
aspect  of  the  ordinary  ovarian  tumor.  When  the  large  Wells' 
trocar  was  introduced  nothing  but  serum  flowed  through  the  tube. 
Upon  being  opened  the  tumor  was  found  to  contain  about  half  a 
pound  of  sebaceous  fat.  The  inner  surface  was  smooth,  except  a 
small  part  about  the  size  of  the  palm  of  the  hand  situated  at  the 
bottom  near  the  pedicle.  Here  the  surface  was  depressed  at 
least  an  inch  below  the  level  of  the  inner  surface,  and,  although 
not  sacculated,  had  a  well  defined  and  pursy  margin.  The  bot- 
tom of  this  depression  was  covered  with  dermic  tissue  and  upon  it 
grew  an  abundant  crop  of  dark  brown  hair  about  an  inch  long. 
It  was  very  fine,  and  firmly  attached.  Doubtless  the  dermic 
patch  was  the  source  of  the  fatty  material  found  floating  in  the 
cyst  which  on  cooling  assumed  the  consistence  and  appearance 
of  yellow  butter.  Upon  closer  inspection  of  the  smooth  lining 
of  the  larger  part  of  the  tumor  it  was  found  to  be  studded  with 
very  minute  papillae  such  as  we  sometimes  see  in  oligocystic 
ovarian  tumors. 

This  specimen  I  regard  as  not  a  true  dermoid  cyst,  but 
as  a  complex  dermo-ovarian  tumor,  a  tumor  originating  in  a 
Graafian  follicle  in  which  a  tegumentary  element  had  been 
inclosed.  It  contained  no  bone  or  teeth  such  as  are  often 
found  in  the  true  dermoid  tumor,  but  did  contain  undoubted 
colloid  fluid,  diluted  with  the  watery  product  from  the  sweat 
glands  of  the  dermic  membrane  upon  which  the  hair  was 
implanted. 

Case  II.  —  Mrs.  P.,  aged  forty-three  years,  the  mother  of  one 
child  eighteen  years  old,  became  aware  of  an  enlargement  of  the 
abdomen  about  ten  months  before  the  operation,  which  was  per- 
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formed  June  28,  1876.  During  that  time  she  grew  to  the  size  of 
pregnancy  at  full  term.  The  tumor  filled  the  abdominal  cavity 
and  extended  to  the  ensiform  cartilage.  There  was  no  difficulty 
in  deciding  that  it  was  monocystic  and  contained  a  thin  fluid. 
The  operation  was  not  attended  with  difficulty  in  any  respect. 
There  were  no  adhesions,  and  after  evacuation  the  sac  passed 
through  an  incision  only  three  inches  long.  The  patient  expe- 
rienced considerable  depression  from  the  shock  of  the  operation. 
This  however  lasted  but  a  few  hours,  no  other  disagreeable  symp- 
toms supervening.  The  recovery  was  rapid.  The  care  of  the 
case  after  the  operation  was  undertaken  by  Dr.  S.  W.  Green  of 
Marengo,  Illinois. 

The  cyst  was  single,  thin,  and  uniform,  except  at  the  part  op- 
posite the  pedicle,  where  its  wall  was  about  half  an  inch  thick 
and  contained  a  thick  layer  of  adipose  tissue.  Upon  the  inner 
surface  of  this  part  was  a  thick  tegumentary  covering,  upon  which 
was  implanted  a  dense  mass  of  blonde  hair,  matted  together,  and 
nearly  the  size  of  an  orange.  The  whole  of  the  inner  surface  of 
the  sac  elsewhere  was  smooth  and  of  a  buff  color.  The  external 
surface  was  of  a  pearly  hue  and  smooth.  There  was  no  evidence 
of  bony  or  dental  tissue.  The  fluid  was  quite  thin,  of  a  slightly 
blue  tinge,  and  floating  in  it  in  considerable  masses  were  ten  to 
twelve  ounces  of  yellow  sebaceous  fat.  The  hairs  when  straight- 
ened out  measured  from  six  to  fifteen  inches  in  length. 

This  example  I  regard  as  a  simple  dermoid  cyst  of  the  ovary, 
there  being  no  signs  of  follicular  papilla  upon  the  inner  surface, 
and  the  fluid  not  being  in  the  least  tenacious  or  colloid  in  appear- 
ance ;  moreover  I  was  unable  to  find  in  it  the  ovarian  cell.  I 
think  the  fluid  was  the  product  of  the  sweat  glands  in  the  dermic 
structure  at  the  bottom  of  the  cyst. 

Case  III.  —  Mrs.  P.,  a  small  Jewess,  thirty-one  years  of  age,  the 
mother  of  four  children,  the  youngest  being  three  years  old, 
noticed  about  nine  months  before  the  operation  —  which  was  per- 
formed April  7,  1875  — that  the  abdomen  had  commenced  enlarg- 
ing. The  turgor  was  found  to  be  monocystic  and  so  completely 
filling  the  abdomen  that  the  patient  had  great  inconvenience  from 
distention. 

The  removal  of  this  tumor,  which  originated  in  the  left  ovary, 
was  easy,  as  no  adhesions  or  other  obstacles  were  encountered. 
The  patient  recovered  without  experiencing  any  untoward  symp- 
toms. 
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The  tumor  was  composed  of  a  single  cyst,  of  which  the  wall 
was  thin  over  about  three  fourths  of  its  circumference  and  easily 
ruptured.  At  the  bottom  or  pedicular  portion,  involving  about 
one  fourth  of  the  inner  surface,  was  a  dense  mass  of  areolar  tis- 
sue literally  filled  with  pieces  of  bone.  The  greater  number  of 
these  pieces  were  cylindrical,  from  half  an  inch  to  two  inches  in 
length,  and  varying  from  an  eighth  to  a  quarter  of  an  inch  in 
thickness.  They  seemed  to  be  imbedded  in  loose  cellular  tissue, 
were  not  attached  to  each  other,  and  were  easily  removed  by  the 
finger.  Other  masses  of  bone,  made  up  of  alveolae,  were  not 
.  unlike  the  maxillary  processes,  and  varied  in  length  from  one  to 
two  inches,  and  in  width  from  one  third  to  one  half  inch.  They 
resembled  honey-comb,  and  were  quite  firmly  attached  to  the 
cyst  wall.  The  microscope  showed  their  structure  to  be  that  of 
true  bony  tissue.  This  mass  was  covered  by  a  tegumentary  mem- 
brane to  which  was  attached  more  than  a  hundred  imperfect 
incisor  teeth,  distributed  over  the  whole  surface,  their  adhesions 
being  so  slight  that  they  could  easily  be  scraped  from  the  surface 
with  the  finger.  These  dental  bodies  were  all  about  the  same 
size  and  consisted  merely  of  the  crown  ;  but  the  enamel  and  den- 
tine seemed  perfect.  They  had  no  connection  whatever  with  the 
bony  tissue.  Interspersed  among  these  teeth  was  a  dense  crop 
of  blonde  hair,  averaging  an  inch  in  length. 

The  fluid,  of  which  there  was  about  ten  quarts,  sp.  gr.  1008, 
was  clear,  with  a  slight  bluish  tinge,  and  entirely  devoid  of 
tenacity  or  other  colloid  properties.  I  believed  it  to  be  perspira- 
tory serum.  There  were  also  several  ounces  of  yellow  sebaceous 
fatty  matter  within  the  cyst. 

I  should  class  this  tumor  among  the  true  dermoid  cysts 
of  the  ovary,  and  believe  that  it  possessed  none  of  the  prop- 
erties of  the  ordinary  ovarian  tumor.  Its  structure  was 
much  more  complex  than  that  of  the  two  preceding  tumors, 
but  much  less  so  than  that  to  which  I  shall  now  call  atten- 
tion. 

Case  IV.  —  Mrs.  B.,  thirty-five  years  of  age,  the  mother  of  four 
children,  the  last  twenty  months  old,  first  noticed  a  tumor  in  the 
right  iliac  region  nine  years  before  the  operation.  It  was  then 
about  the  size  of  her  fist.  It  had  grown  steadily  but  slowly  until 
June  19,  1878,  when  it  was  extirpated.     The  growth  did  not  seem 
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lo  be  influenced  by  pregnancy.  She  had  borne  three  children 
from  the  time  when  the  tumor  was  discovered  to  the  time  of  its 
removal.  Her  health  had  been  feeble  for  several  years,  but  from 
the  birth  of  her  last  child  she  had  been  confined  to  bed  half  of 
each  day,  and,  for  several  weeks,  all  the  time.  The  main  incon- 
venience was  from  the  weight  and  mobility  of  the  tumor.  When 
she  was  in  the  erect  posture  it  caused  dysuria  and  rectal  tenes- 
mus \  when  lying  on  either  side  it  pressed  upon  the  subjacent 
viscera  and  also  dragged  upon  the  upper  side  ;  the  only  comfort- 
able position  was  the  dorsal.  The  pulse  and  temperature  were 
decidedly  and  continuously  above  the  normal  standard.  She  was 
sleepless,  had  a  very  poor  appetite,  and  was  rapidly  becoming 
emaciated.  The  above  very  brief  history  was  given  me  by  the 
attending  physician,  Dr.  J.  H.  Low  of  Brimfield,  Illinois. 

The  appearance  of  the  abdomen  was  very  singular.  It  was 
considerably  distended ;  from  its  centre,  including  in  fact  the 
whole  umbilical  region,  arose  a  round  projection  exactly  resem- 
bling a  ventral  hernia,  the  umbilicus  occupying  its  apex.  It 
measured  five  inches  in  diameter  and  protruded  three  and  a  half 
inches  above  the  common  level.  It  was  fluctuating  and  dull 
upon  percussion.  On  each  side,  I  could  easily  distinguish  two 
other,  apparently  larger,  cysts  not  projecting  above  the  surface. 
Percussion  over  these  elicited  no  resonance,  but  it  was  easy  to 
detect  fluctuation.  The  tumor  could  be  moved  pretty  freely  in 
all  directions  without  traction  upon  any  part  of  the  abdominal 
walls.  By  external  and  internal  manipulation  I  could  trace  the 
attachment  of  the  mass  to  the  right  side  of  the  pelvis  and  assure 
myself  that  it  was  not  of  uterine  origin.  It  was  clear  that  I  had 
to  deal  with  a  tumor  made  up,  principally  at  least,  of  three  cysts, 
and  quite  certainly  originating  in  the  right  ovary,  but  it  pre- 
sented so  many  unusual  symptoms  and  appearances  that  further 
diagnostic  measures  were  necessary  before  I  would  venture  to 
remove  it.  After  making  preparations  for  its  extirpation,  the 
patient  being  fully  etherized,  I  introduced  a  small  trocar  into 
the  prominent  cyst.  A  little  sebaceous  fat  flowed  through  the 
canula  and  at  once  made  the  diagnosis  complete.  The  usual 
small  incision  exposed  the  pearly  cyst  and  allowed  me  to  evacu- 
ate the  prominent  sac  of  one  quart  of  thin,  yellow  fat.  The  other 
two  cysts  were  drawn  to  the  opening  and  their  contents,  of  a 
similar  character,  evacuated.  By  this  time  the  rubber  blanket 
was  smeared  with  a  sticky  grease,  the  instruments  had  become 
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slippery,  and  my  fingers  were  encumbered  with  a  mass  of  fat 
which  had  to  be  removed  before  I  could  proceed  with  the  opera- 
tion. The  cysts  were  drawn  through  an  incision  about  three 
inches  long,  and  a  short  slender  pedicle  —  consisting  of  the  right 
ovarian  ligament,  part  of  the  broad  ligament  and  Fallopian  tube  — 
was  brought  up  into  the  wounds,  ligated,  cut  and  dropped  into  the 
pelvic  cavity.  The  left  ovary  was  healthy.  As  nothing  had  been 
allowed  to  pass  into  the  peritoneal  cavity  the  incision  was  then 
closed.  It  will  have  been  seen  by  this  description  that  no  adhe- 
sions or  other  impediment  hindered  or  complicated  the  operation. 
It  was  remarkable  how  extremely  greasy  everything  employed  in 
the  operation  became,  and  I  had  more  trouble  in  cleansing  the 
instruments  from  the  grease  than  is  usually  experienced  in  get- 
ting rid  of  the  blood  and  mucoid  fluid  of  the  common  ovarian 
tumor.  The  patient  had  no  untoward  symptoms,  seeming  to  me 
more  like  one  recovering  from  the  exhaustion  and  irritation  in 
which  I  had  found  her  than  from  the  hazardous  operation  for 
the  removal  of  an  ovarian  tumor. 

Before  describing  the  tumor  I  wish  to  call  attention  to  the 
fact  that  there  was  no  serum  evacuated  during  the  operation  ; 
no  fluid  but  the  soft  fat  was  observed.  The  tumor  proved  to  be 
a  remarkable  specimen  of  the  true  dermoid  variety,  nothing  in 
its  contents  seeming  to  be  of  ovarian  origin.  The  cyst  wall  was 
thin,  but  of  firm  structure,  and  divided  into  three  compartments  of 
about  equal  dimensions.  The  septa  were  complete  and  of  the 
same  consistence  and  density  as  the  external  wall.  At  the  base 
of  the  tumor  the  sac  was  more  dense  and  firm  than  elsewhere. 
The  peculiar  formations  contained  in  each  cyst  were  so  nearly 
alike  that  a  description  of  the  contents  of  one  will  suffice  for 
each  of  the  other  two. 

On  opening  the  cysts  each  was  found  to  contain  a  mass  of 
matted  hair,  the  size  of  a  lemon,  thoroughly  supplied  with  the 
same  fatty  substance  that  had  been  evacuated  from  the  tumor. 
One  of  these  rolls  of  hair  was  red,  another  blonde,  and  the  othei 
gray.  The  patient's  hair  was  dark  brown.  Some  of  this  hair  was 
twenty  inches  long,  and  it  was  all  attached  to  tegumentary  sub- 
stance closely  resembling  the  scalp.  The  dermic  structure, 
which  was  about  four  inches  across,  rested  upon  a  very  uneven 
layer  of  adipose  tissue  an  inch  thick.  By  the  side  of  the  dermic 
patch  and  not  covered  by  it  was  a  loose  layer  of  areolar  tissue, 
an  inch  and  a  half  thick,  containing  bones  in  a  great  variety  of 
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shapes,  —  scales,  round  bones  an  inch  or  more  in  length,  alveolar 
nodules,  etc.  Upon  the  surface  of  this  part  of  the  tumor  in  each 
cyst  was  a  half-arch  of  teeth  the  shape  of  one  half  the  superior 
maxilla.  In  one  cyst  the  crowns  of  the  teeth  projected  above 
the  surface,  while  in  the  other  two  they  were  thinly  covered  by 
tissue  so  soft  that  it  could  be  pinched  off  by  the  thumb  and  fin- 
ger. The  teeth  were  not  attached  to  the  subjacent  bones,  but 
were  simply  imbedded  in  the  loose  mass.  The  teeth  in  each 
segment  very  perfectly  represented,  respectively,  an  incisor  and 
three  molars,  each  having  three  well-marked  fangs.  One  of  the 
molars  in  each  row  strongly  resembled  the  wisdom  tooth.  The 
perfection  of  their  formation  will  be  recognised  in  the  specimens 
which  I  submit  for  your  examination.  The  crown  with  the  en- 
amel and  eminences,  the  main  body,  and  roots  are  as  distinctly 
marked  as  if  they  had  been  removed  from  alveolar  cavities. 

Before  leaving  the  description  of  the  tumors  and  their  removal, 
I  would  call  your  attention  to  the  great  simplicity  of  the  opera- 
tion and  the  fortunate  recovery  of  all  the  patients,  no  adhesions 
or  other  complications  having  existed. 

Now  what  is  a  dermoid  tumor  .''  This  name  is  given  to  a 
cyst  formed  anywhere  in  the  body,  the  internal  or  lining 
membrane  of  which  is  in  part  or  wholly  tegumentary  in 
structure.  As  now  understood,  the  presence  of  this  condi- 
tion alone  would  justify  this  nomenclature.  The  formation 
seems  to  be  no  less  an  error  of  structure  than  location. 
Lebert,  Paget,  Virchow,  and  most  other  modern  patholo- 
gists agree  that  the  dermic  tissue  thus  located  is  essentially 
the  same  in  structure  as  true  skin.  The  products  are  all 
the  same,  hair,  sebaceous  fat,  and  perspiratory  fluid.  In 
many  of  these  tumors  we  find  subcutaneous  adipose  tissue 
very  perfectly  formed.  Less  constantly,  teeth,  bone,  mus- 
cular, nervous,  and  even  brain  tissues.  These  latter,  except 
the"  teeth  in  some  instances,  are  found  either  beneath  the 
dermic  membrane,  or  beneath  the  portion  of  the  internal 
surface  not  lined  by  this  cutaneous  substance. 

My  experience  shows  that  the  dermic  tissue  and  its  prod- 
ucts characterize  one  variety  of  these  formations,  as  in 
Cases  II.  and  III.  These  constituents  are  sometimes  found 
alone,  and  may  then  be  regarded  as  indicative  of  a  more 
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simple  formation,  while  the  addition  of  bone,  muscle,  etc., 
constitute  a  more  complex  order  of  tumor  represented 
by  Case  IV.  The  bone  and  muscle,  however,  are  never 
found  in  a  tumor  of  this  kind  without  the  dermic  mem- 
brane, its  essential  glands,  and  their  products.  Another 
thing  quite  apparent  is  that  the  skin  and  its  appendages 
are  not  only  constantly  present,  but  comparatively  perfect 
in  their  organization.  The  teeth,  which  are  very  closely 
associated  in  embryonic  metamorphosis  with  the  formation 
of  the  skin,  stand  next ;  many  being  quite  perfect  in  their 
structure.  The  bony,  muscular,  and  nervous  structures, 
although  complete  in  their  texture  and  formation,  are  never 
developed  into  complete  organs.  I  am  aware  that  cases 
have  been  recorded,  —  as  for  instance  by  Blumbach  and 
Rokitansky,  that  would  seem  to  be  at  variance  with  this 
assertion,  but  the  bones  in  these  cases  lacked  the  complete- 
ness in  structure  necessary  to  entitle  them  to  be  classified 
with  any  of  the  bones  in  the  human  skeleton.  When  some 
or  all  of  these  structures,  together  with  the  products  of  the 
dermic  tissue,  constitute  all  the  contents  of  the  cyst,  the 
specimen  should  be  regarded  as  a  simple  dermic  tumor, 
even  when  formed  in  the  ovary,  the  fact  of  its  having  found 
a  lodgment  in  that  organ  being  an  accidental  rather  than 
a  necessary  condition.  When,  however,  it  exists  in  the 
ovary,  and  with  these  substances  there  is  found  the  col- 
loid or  mucoid  fluid  characteristic  of  the  ordinary  ovarian 
tumor,  it  is  not  merely  a  dermoid,  but  an  ovarian  dermoid 
tumor.  It  is  a  mixed  neoplasm,  a  morbid  development  of 
the  ovarian  follicles  in  connection  with  the  congenital  der- 
moid. In  my  first  case  this  was  the  character  of  the  tumor, 
and  instances  of  this  kind  are  recorded  in  the  well  known 
books  of  Drs.  Atlee,  Peaslee,  and  Mr.  Wells.  The  first 
variety  then,  although  often  found  in  the  ovary,  differs  in 
no  essential  particular  from  those  found  elsewhere,  except 
in  magnitude  and  perhaps  greater  perfection  of  organized 
development.     Possibly  this  last  difference  does  not  exist. 

When  found  in  the  ovary,  either  in  the  single  or  mixed 
form,  the  investing  membrane  seems  to  be  the  same  in  ap 
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pearance  and  structure  as  in  ordinary  ovarian  tumors  ;  and, 
when  first  exposed,  it  is  often  not  easy,  if  at  all  possible,  to 
distinguish  between  them  until  some  of  their  contents  are 
evacuated. 

To  the  more  fluid  products  of  the  first  variety  of  simple 
dermoid  cysts,  especially  the  secretion  from  the  dermic  tis- 
sue, such  as  the  serous  or  perspiratory  fluid,  we  must  attrib- 
ute the  difference  in  the  size  of  this  form  of  tumor.  The 
sebaceous  product  is  also  sometimes  quite  bulky,  as  seen 
in  Case  IV.  ;  but  when  the  sudoriparous  glands  are  numer- 
ous and  active  the  amount  of  watery  fluid  is  sometimes  enor- 
mous, and  consequently  the  tumor  grows  to  be  very  large, 
as  may  be  specially  noted  in  the  second  case.  In  such  in- 
stances, from  causes  which  are  not  appreciated,  the  sudo- 
riparous glands  seem  suddenly  to  acquire  great  functional 
activity,  and  by  pouring  into  the  tumor  a  large  supply  of 
fluid  make  it  grow  with  great  rapidity. 

As  there  was  no  appreciable  amount  of  serum  in  Case 
IV.,  the  sac  being  filled  with  the  sebaceous  matter,  it  is 
easily  understood  why  the  tumor  was  a  long  time  in  attain- 
ing the  dimensions  it  finally  acquired.  The  solid  contents 
of  these  tumors,  as  far  as  I  can  learn,  do  not  grow  to  a 
sufficient  extent  to  give  them  any  great  bulk,  and  conse- 
quently when  situated  in  the  ovary,  such  a  tumor,  apart 
from  its  fluid  contents,  would  hardly  require  extirpation. 

The  compound  variety,  or  ovarian  dermoid,  would  be 
likely  to  grow  to  a  great  size  in  consequence  of  the  accu- 
mulation of  the  colloid  secretion,  just  as  they  would  if  the 
dermoid  element  did  not  exist.  By  consulting  the  litera- 
ture of  the  subject,  I  am  led  to  the  conclusion  that  the  der- 
moid and  colloid  contents  of  these  compound  cysts  are 
usually  contained  in  different  compartments  of  the  tumor. 
This  was  notably  the  case  in  some  of  Mr.  Wells'  speci- 
mens. 

There  are  one  or  two  facts  which  may  have  some  bear- 
ing upon  the  production  and  development  of  these  tumors  : 
The  dermic  membrane  is  always  superficial  with  reference 
to  the  inner  surface  of  the  tumor  ;  the  hair  always,  and  the 
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teeth  often,  grow  from  its  surface  ;  while  the  bone  and 
other  tissues  are  situated  below  it,  but  not  always  immedi- 
ately under  it.  In  my  fourth  specimen  the  bone  was  im- 
bedded in  a  mass  of  cellular  substance  by  the  side  of  the 
cutaneous  layer,  giving  me  the  idea  that  it  belonged  to  a 
blastodermic  formation  deeper  than  the  tegumentary  por- 
tion of  the  surface. 

The  question  here  naturally  presents  itself,  whether  the 
simpler  forms  of  these  dermoid  cysts,  in  which  the  dermoid 
structure,  with  hair,  fat,  and  serum  are  found  without  any 
of  the  deeper  tissues,  are  tumors  in  the  process  of  develop- 
ment into  the  more  complicated  variety.  I  think  not,  and 
believe  that  each  tumor  receives  during  its  embryonic  state 
all  the  elements  of  formation  it  is  capable  of  producing  ; 
that  the  trophic  qualities  imparted  to  it  then  definitely  limit 
its  possibilities-  If  so  it  necessarily  follows  that  the  tumor, 
containing  all  the  variety  of  structure  ever  found  in  them, 
should  manifest  these  qualities  and  structures  without  gra- 
dation of  growth,  and  possess  from  the  beginning  the  com- 
plex qualities  found  in  advanced  periods  of  life. 

THEORIES    OF    THEIR    ORIGIN, 

The  theories  devised  to  explain  the  origin  and  develop- 
ment of  ovarian  dermoid  tumors  represent  with  some  de- 
gree of  exactness  the  physiology  of  the  times  in  which  they 
originated.  In  the  earlier  ages  of  medicine  physiology  was 
the  creature  of  imagination.  Definite  knowledge  of  the  in- 
ternal organs  was  wholly  wanting  ;  if  possible,  even  less 
was  known  of  their  functions.  Pathology  also  rested  upon 
the  same  unsubstantial  basis.  As  a  consequence  the  theo- 
ries of  the  origin  and  development  of  these  curious  growths 
were  all  vague  and  imaginary.  In  the  latest  and  most 
plausible  explanation  yet  offered  we  have  the  results  of  the 
present  highly  cultivated  science  of  physiology  ;  and  if  not 
absolutely  true  there  can  be  fewer  rational  and  scientific 
objections  opposed  to  it  than  to  any  of  its  predecessors. 

It  is  not  my  present  purpose  to  do  more  than  give  a  very 
cursory  view  of  some  of  the  most  prominent  theories  whicb 
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have  at  different  ages  been  presented  to,  and  accepted  by, 
a  large  portion  of  the  profession  at  the  time  they  were 
promulgated.  I  will  classify  the  theories  under  three  divis- 
ions. I.  Those  originating  in  the  imagination  alone  without 
any  scientific  foundation.  II.  Those  which  have  for  their 
basis  the  superstitions  of  the  times  in  which  they  originated, 
and  of  the  people  by  whom  they  were  entertained.  III.  The 
scientific  theories. 

I.  The  most  ancient  of  the  imaginative  theories  is,  I  be- 
lieve, attributed  to  Aristotle.  It  taught  that  the  dermoid 
products  of  these  tumors,  —  as  the  hair,  teeth,  etc.,  had  been 
swallowed  and  transmitted  in  some  unknown  manner  to  the 
localities  occupied  by  them.  This  idea  is  a  good  match  for 
many  of  the  ingenious  vagaries  of  that  wise  man. 

Belief  in  virginal  pregnancy  supplied  the  basis  of  another 
and  extensively  prevalent  theory.  It  assumed  several  forms. 
One  was  the  abstract  possibility  of  a  virgin  becoming  im- 
pregnated without  sexual  intercourse,  or  true  parthogenesis. 
Another  was  that  the  ovaries  possessed  properties  that  en- 
abled them  to  produce  to  a  limited  extent  the  organized 
bodies  resembling  the  parts  of  a  fetus  ;  or  again  that  cer- 
tain unsatisfied  sexual  longings  of  an  isolated  woman  might 
stimulate  the  ovaries  to  imperfect  generative  processes. 

Still  another  was  that  certain  individuals  possessed  a  sort 
of  ovario-cystic  diathesis  which  took  this  direction. 

It  is  easy  to  see  that  these  vagaries  —  for  they  ought  not 
to  be  dignified  by  the  term  theories  —  had  no  physiological 
basis  and  could  be  the  products  of  imagination  alone. 

II.  The  superstition  of  medieval  times  gave  rise  to  the 
theory  that  these  tumors  were  visitations  of  Providence  upon 
the  subjects  of  them,  on  account  of  particular  sins.  The 
infliction  of  this  punishment  upon  males  as  well  as  females 
showed  Providence  to  be  no  respecter  of  persons.  One  man 
had  a  pregnancy  in  the  thigh  because  he  laughed  at  his 
wife  in  her  suffering  during  labor.  It  is  said  that  the  prod- 
ucts of  these  tumors  were  sometimes  baptized  in  the  hope 
of  avoiding  the  perdition  in  which  they  would  be  involved 
without  such  a  ceremony.     Hence,  it  seemed  that  the  priests 
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believed  in  their  own  invention,  and  that  the  theory  was  not 
a  mere  trick  with  which  they  tried  to  practise  upon  the 
creduHty  and  ignorance  of  the  people. 

III.  As  the  knowledge  of  physiology  advanced  somewhat 
among  the  profession  the  theories  became  more  rational, 
and  the  possibility  of  natural  causes  was  employed  to  ex- 
plain the  occurrence  of  these  singular  tumors. 

They  were  regarded  by  many  as  ovarian  pregnancy  in 
which  the  formation  of  the  fetus  was  imperfect,  or  after 
having  undergone  development  the  fetus  had  become  disin- 
tegrated and,  the  skin,  bones,  and  teeth  being  more  difficult 
of  destruction,  had  withstood  decomposition  and  remained 
in  the  sac.  Another  theory  accounted  for  their  peculiari- 
ties by  supposing  that  the  ovum  had  become  blighted  after 
having  been  developed  to  a  certain  extent. 

Some  one  else  has  propagated  the  doctrine  of  inclusion, 
or  of  a  fetus  in  fetu  ;  believing  that  somehow  one  ovum 
had  become  engulphed  in  the  organization  of  the  other  and 
on  account  of  the  nature  of  its  nidus  could  not  attain  to 
complete  organization  or  development. 

Still  later  plastic  heterology  and  heterotopy  were  supposed 
to  afford  a  more  rational  explanation  of  their  production. 
According  to  this  theory  the  origin  of  these  tumors  in  any 
part  of  the  body  is  no  more  wonderful  than  the  growth  of 
other  forms  of  heterologous  tumors  in  the  same  localities. 

In  the  light  of  the  patient  physiological  research  of  our 
own  day,  and  especially  from  the  revelations  of  the  micro- 
scope, a  theory  of  these  curious  tumors  has  been  developed 
which  I  regard  by  far  the  most  satisfactory  and  scientific. 

This  theory  is  based  upon  a  supposition  which  is  at  least 
physiologically  plausible.     It  may  be  stated  thus  :  — 

In  the  early  period  of  ovulation  or  embryonic  develop- 
ment, by  some  accident  or  imperfection  of  formation,  an 
indentation  of  the  blastoderm  is  produced.  In  the  won- 
derful trophic  energy  of  that  period  the  minute  depression 
is  inclosed  by  the  approximation  of  its  blastodermic  mar- 
gin and  becomes  an  isolated  cavity,  and  the  growth  and  per- 
fection of   the  embryo   are  accomplished   notwithstanding 
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this  early  accident  to  the  integrity  of  its  envelope.  The  de- 
pression thus  formed  involves,  perhaps,  all  the  layers  of  the 
blastodermic  membrane,  but  the  external  layer  becomes  the 
lining  membrane  of  the  cavity  and  is  completely  cut  off 
from  the  rest  of  the  blastodermic  surface  and  invaginated 
with  all  its  essential  structures  and  processes  of  organiza- 
tion ;  all  its  products  therefore,  must  be  retained  in  the 
cavity.  The  contents  of  this  cavity  correspond  in  miniature 
with  what  the  formation  might  have  been  if  the  displace- 
ment had  not  occurred.  In  the  further  development  of  the 
embryo  the  portion  of  the  blastoderm  covering  this  adventi- 
tious cavity  develops  its  tissues  and  organs  in  the  ordinary 
way,  and  thus  incloses  it  in  the  body  by  the  structures 
usually  found  to  cover  it.  The  internal  layer  of  the  blasto- 
derm is  doubtless  also  displaced,  but  it  is  not  isolated,  and 
consequently  its  products  are  never  found  inside  the  tumor. 
Therefore,  in  instances  where  the  dermoid  patch  occupies 
any  of  the  mucous  cavities,  the  neoplasm  will  always  be 
found  external  to  the  mucous  membrane.  This  theory 
serves  to  explain  why  these  hairy  tumors  are  found  in  the 
fetus,  child,  virgin,  matron,  or  male,  and  with  equal  plausi- 
bility why  they  may  exist  in  any  part  of  the  body. 

Dr.  Pauly,  in  an  excellent  paper  in  the  "  American  Jour- 
nal of  Obstetrics,"  expresses  a  doubt  whether  they  exist 
more  frequently  in  the  ovary  than  elsewhere,  notwithstand- 
ing the  generally  received  opinion  that  this  is  the  case,  and 
at  present  it  cannot  be  asserted  that  they  are  not  as  com- 
mon in  the  male  as  in  the  female.  This  theory  would  cer- 
tainly not  furnish  us  with  reasons  for  their  occurrence  more 
frequently  in  woman  than  in  man. 

If  nothing  unusual  happens  the  adventitious  sac  grows 
with  the  individual  in  whom  it  is  situated,  and  perhaps  at- 
tains maturity  as  the  same  character  of  organs  mature  else- 
where. The  sac  itself  continues  to  increase  in  size  because 
of  the  constant  secretion  of  the  glands  of  the  xiermic  struc- 
ture. Growth  from  this  cause  would  probably  be  slow  if  the 
activity  of  the  tegumentary  glands  were  not  preternaturally 
quickened  by  morbific  causes.     When  situated  in  the  ovary, 
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however,  the  conditions  naturally  calculated  to  impart  an 
impetus,  exclusive  of  what  is  termed  pathological  states, 
exist.  Hence  in  them  they  grow  more  rapidly  and  larger 
than  in  other  places  or  organs.  The  fluctuation  of  nerve 
force,  circulatory  supply,  and  nutritional  conditions  which 
take  place  in  the  ovaries  in  consequence  of  the  processes  of 
menstruation,  sexual  excitement,  and  the  varied  states  of 
generation,  disturb  the  states  of  these  otherwise  nearly  sta- 
tionary neoplasms. 

These  reasons  would  lead  us  to  expect  the  dermoids  situ- 
ated in  the  ovaries  to  become  large  and  to  grow  more  rap- 
idly than  in  any  other  organ  or  locality.  When  situated  in 
these  bodies  their  progress  is  usually  tardy  until  the  age 
of  puberty  is  reached.  At  this  time  the  tumor  is  Hkely  to 
be  influenced  by  the  increased  nervous  and  vascular  activity 
assumed  by  the  ovary,  and  thenceforward  they  manifestly 
possess  all  the  conditions  necessary  to  cause  copious  dermic 
secretions.  In  the  ovaries  also,  their  growth  is  more  likely 
to  be  influenced  by  the  morbid  impressions  to  which  these 
organs  are  more  frequently  subjected  than  almost  any  other 
part  or  organ  of  the  body.  They  are  also  doubtless  espe- 
cially stimulated  by  the  occurrence  of  the  conditions  which 
give  rise  to  the  colloid  tumors.  For  in  connection  with 
this  form  of  tumor  they  are  generally  found  to  have  as- 
sumed great  proportions. 

The  condition  imparted  to  dermoid  tumors  by  the  ovaries 
would  almost  necessarily  lead  to  their  discovery  during  the 
lifetime  of  the  patient,  and  thus  favor  the  idea  that  they  are 
more  frequently  located  in  these  organs.  Situated  in  organs 
of  more  unvarying  functions  they  would  be  likely  to  remain 
dormant  and  never  attain  dimensions  that  would  cause  them 
to  be  discovered  ;  consequently  they  are  overlooked  in  the 
general  statistics  on  the  subject. 
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DISCUSSION. 

Dr.  Noeggerath,  of  New  York.  I  have  had  very  little  per- 
sonal experience  in  these  interesting  cases,  nevertheless  I  think  I 
may  call  attention  to  some  points  which  were  not  touched  upon 
in  Dr.  Byford's  valuable  paper. 

There  are  three  chief  varieties  of  dermoid  tumors  of  the  ovaries 

First,  the  dermoid  and  colloid  or  rather  myxoid  growth,  which 
develop  separately  in  the  same  ovary,  though  in  juxtaposition.  In 
these  cases  the  anatomical  structure  of  one  is  purely  dermoid 
while  the  anatomical  structure  of  the  other  is  purely  adenoid. 

Then  there  is  a  second  variety  in  whi«h  the  dermoid  and  colloid 
cyst  tissues  are  intermixed  with  each  other.  There  are  not  two 
cysts  in  these  cases,  one  a  colloid,  the  other  a  dermoid,  but  the 
cyst  tissues  are  so  interwoven  that  you  have  the  two  different  tis- 
sues spread  all  through  the  tumor. 

There  is  a  third  variety,  in  which  a  large  number  of  serous  cysts 
have  been  developed  secondarily.  These  secondary  develop- 
ments are  simply  due  to  the  occlusion  and  growth  of  the  sudoripa- 
rous glands. 

A  fourth  variety  is  that  of  the  true  dermoid  tumor. 

I  was  very  much  interested  in  Dr.  Byford's  report  of  the  vari- 
ous theories  to  account  for  the  origin  and  development  of  these 
curious  growths.  I  think  perhaps  I  can  add  something  fur- 
ther in  explanation  of  this  point,  which  was  not  alluded  to  in  his 
paper. 

The  term  inclusion  as  used  by  the  doctor  has  now-a-days  a  dif- 
ferent meaning.  He  seems  to  understand  by  the  term  inclusion, 
that  part  of  a  fetus  is  included  in  the  tissue  of  the  ovary,  fetus 
infetii. 

The  term  inclusion  as  used  by  modern  writers  is  to  be  under- 
stood in  the  following  manner. 

The  researches  of  His  have  demonstrated  that  the  genital  organs 
take  their  origin  in  the  axial  chord  (Achsenstrang).  Now,  here  in 
the  central  part  of  the  ovum,  the  ectoderm,  entoderm,  and  meso- 
derm are  in  close  proximity,  and  it  occurs  that  cells  from  the  first 
named  layer  migrate  to  that  part  of  the  mesoderm  from  which 
the  ovary  is  formed,  and  thus  it  is  explained  that  skin  with  its 
growth  develops  occasionally  in  the  ovary. 

I  will  further  state,  on  the  authority  of  Olshausen,  that  Waldeyer, 
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though  formerly  a  warm  advocate  of  the  inclusion  theory,  now  in- 
clines to  the  opinion  that  dermoid  cysts  owe  their  origin  to  an 
excessive  nisus  formativus  of  the  cells  composing  the  ovarian 
tissue.  The  whole  ovary  is  from  the  first  germinative  epithelium 
developed  on  the  side  of  the  Wolfian  body.  Some  of  these  cells  de- 
velop and  change  into  ova,  while  the  others,  under  normal  circum- 
stances, remain  in  the  state  of  epithelial  cells  through  life.  But 
since  each  germinative  epithelial  cell  is,  or  may  be,  genetically  an 
ovum,  he  thinks  it  possible  that  these  epithelial  cells  be  roused 
by  an  excessive  nisus  formativus  sooner  or  later  into  life  and 
growth,  developing  bone,  nerve  tissue,  etc. 
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A  CONTRIBUTION  TO  THE  STUDY  OF  THE 
TREATMENT  OF  THE  ACUTE  PARENCHYM- 
ATOUS NEPHRITIS  OF  PREGNANCY, 

BY  WILLIAM    L.    RICHARDSON,    M.  D., 
Boston. 

Albuminuria  has  unquestionably  played  too  important  a 
part  in  the  discussions  of  the  various  diseases  incident  to 
pregnancy.  It  has  even  come  to  be  considered  by  some 
writers  as  the  immediate  and  certain  precursor  of  an  attack 
of  eclampsia.  A  more  careful  consideration  of  the  subject, 
however,  shows  that  the  presence  of  albumen  in  the  urine 
of  a  pregnant  woman  is  by  no  means  so  rare  an  occurrence 
as  some  authors  would  lead  us  to  suppose.  An  examina- 
tion of  the  urine  of  the  last  one  hundred  and  fifty-six 
patients  admitted  to  the  Boston  Lying-in  Hospital,  has 
showed  albumen  in  varying  amounts  to  be  present  in  sixty- 
four,  or  nearly  forty-one  per  cent. 

Simple  albuminuria  therefore  needs  but  a  passing  notice, 
and  it  is  only  when  associated  with  those  other  well-known 
symptoms  which  betoken  the  presence  of  an  acute  paren- 
chymatous nephritis,  that  it  becomes  a  symptom  deserving 
the  most  careful  consideration  and  thoughtful  watchfulness 
on  the  part  of  the  physician  in  charge. of  a  case  of  approach- 
ing confinement. 

Forming  one  of  a  group  of  symptoms  it  should  at  once 
attract  our  attention,  and  make  us  heedful  of  the  serious 
complication  which  may  at  any  moment  change  a  normal 
pregnancy  into  one  of  a  most  serious  and  dangerous  char- 
acter. 

Puerperal    eclampsia    must    unquestionably   be   classed 


WILLIAM  L.   RICHARDSON.  ijc) 

among  the  most  fatal  and  startling  of  the  complications 
with  which  the  obstetrician  is  called  upon  to  deal.  The 
etiology  is  still  sub  judice,  the  treatment  still  a  vexed  ques- 
tion about  which  the  most  varying  and  even  antagonistic 
methods  have  been  recommended.  The  physician,  en- 
gaged to  attend  a  patient  in  an  approaching  confinement, 
who  finds  that  the  daily  record  of  symptoms  is  pointing 
unmistakably  towards  the  existence  of  an  acute  parenchym- 
atous nephritis,  must  necessarily  recognize  the  constantly 
increasing  danger  of  the  situation,  and  hesitate  indeed  as 
to  what  is  really  the  best  and  safest  course  for  him  to 
pursue. 

A  reference  to  the  recognized  authorities  of  the  profes- 
sion throws  but  little  if  any  light  upon  the  subject,  and  in- 
deed only  serves  to  render  the  position  of  the  accoucheur 
a  still  more  perplexing  one  from  the  conflicting  character 
of  the  rules  of  treatment  prescribed  by  the  various  writers 
on  the  subject. 

Professor  Playfair,^  for  example,  advises  the  induction  of 
labor  whenever  the  amount  of  albumen  is  large  and  in- 
creasing, and  where  especially  there  are  signs  of  a  general 
disturbance,  as  evidenced  by  headache,  dizziness,  or  loss  of 
sight.  Professor  Barker,^  on  the  other  hand,  considers 
this  procedure  justifiable  only  "  when  treatment  has  been 
thoroughly  and  perseveringly  tried  without  success  for  the 
removal  of  symptoms  of  so  grave  a  character  that  there  is 
a  strong  possibility  that  their  continuance  would  result  in 
the  death  of  the  patient."  Professor  Schroeder  ^  considers 
that  all  obstetrical  manipulations  are  contra-indicated,  so 
far  as  the  maternal  interests  are  concerned  ;  although  he 
admits  that  the  life  of  the  child  may  be  saved  if  a  delivery 
by  version  or  the  application  of  the  forceps  can  be  easily 
effected. 

In  a  given  case  what  then  should  the  physician  advise  } 
The  calmly  awaiting  the  bursting  of   the  expected  storm 

^  System  of  Midwifery,  1878,  p.  195. 

^  Amer.  Jour.  Obstet.,  July,  1878,  p.  458. 

•  Manual  of  Midwifery,  1873,  p.  319. 
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before  doing  anything  ;  the  attempt  by  the  use  of  every 
possible  means  at  our  disposal  of  relieving  the  symptoms, 
which  doubtless  owe  their  origin  to  a  local  renal  disturb- 
ance ;  or  the  induction  of  premature  labor  ? 

During  the  last  eight  years  I  have  seen,  either  in  my 
own  practice  or  in  consultation,  twenty-six  cases  of  the 
acute  parenchymatous  nephritis  of  pregnancy.  In  seven- 
teen of  these  patients  convulsions  occurred.  The  other 
nine  went  through  their  pregnancy,  delivery,  and  convales- 
cence with  the  usual  symptoms,  more  or  less  marked,  which 
showed  the  presence  of  this  renal  affection,  without  how- 
ever, any  outbreak  of  eclampsia. 

In  recalling  the  histories  of  the  earlier  cases  my  anxiety 
as  to  the  probable  prognosis  is  well  remembered,  as  well  as 
the  perplexity  occasioned  by  my  efforts  to  reconcile  the 
very  different  results  which  obtained  in  cases  which,  at  the 
time  of  their  occurrence,  seemed  to  me,  as  judged  by  the 
symptoms,  to  be  identical. 

Among  the  patients  admitted  to  the  Boston  Lying-in 
Hospital  during  the  first  year  after  its  reopening  were  two 
whose  cases  at  the  time  startled  me,  and  threw  considerable 
doubt  on  what  ought  to  be  my  duty  should  similar  case 
occur  in  private  practice. 

Case  I,  —  M.  O'H.,  aged  twenty-four,  entered  the  Boston  City 
Hospital,  November  13,  1872,  being  at  the  time  about  four 
months  pregnant  with  her  second  child.  Two  years  before,  she 
had  been  confined  with  no  unfavorable  symptoms,  either  during 
the  pregnancy  or  labor.  Three  weeks  before  her  entrance,  with- 
out any  premonitory  symptoms,  she  had  been  suddenly  seized 
with  an  intense  headache  accompanied  with  nausea  and  vomiting. 
At  the  same  time  a  general  edema  of  the  face  and  extremities 
appeared.  The  urine,  at  the  time  of  her  entrance,  contained  a 
large  amount  of  albumen  and  numerous  granular  and  hyaline 
casts.  She  left  the  hospital  relieved,  December  24,  but  returned 
January  4,  1873,  the  headache  and  edema  having  returned.  She 
was  again  discharged  February  20,  and  entered  the  Boston  Lying- 
in  Hospital  February  27,  to  await  her  confinement.  The  urine 
had  a  specific  gravity  of  1,025,  ^"^  contained  a  large  amount  of 
albumen  and  many  granular  casts  and  blood-corpuscles.     There 


WILLIAM  L.  RICHARDSON.  igi 

was  marked  edema  of  the  face  and  lower  extremities,  and  more 
or  less  vomiting,  nausea,  and  headache.  An  opthalmoscopic  ex- 
amination of  the  eyes,  made  March  20,  by  Dr.  O.  F.  Wadsworth, 
showed  the  retina  to  be  normal.  The  headache  became  more 
intense,  and  a  subsequent  opthalmoscopic  examination  showed 
numerous  grayish-white,  irregular,  cloud-like  patches  in  all  direc- 
tions about  the  retina.  She  was  confined  April  5,  the  labor  last- 
ing about  five  hours  and  being  in  every  respect  normal.  She 
made  a  slow  convalescence,  the  chief  complaint  being  of  severe 
headache,  and  was  transferred  May  17  to  the  Massachusetts  Gen- 
eral Hospital,  whence  she  was  discharged  well,  June  20.  She 
was  confined  again  in  1875,  '^i^h  no  unfavorable  symptoms,  al- 
though the  urine  still  contained  a  small  amount  of  albumen  and 
a  few  granular  and  hyaline  casts. 

Case  II.  —  K.  S.,  aged  twenty-five,  primipara,  entered  the 
Boston  Lying-in  Hospital  March  16,  1873,  reporting  that  she  had 
never  enjoyed  better  health  than  during  the  past  nine  months. 
She  was  confined  the  same  day,  the  labor  being  normal  and  last- 
ing five  hours.  Five  hours  later  she  had  a  convulsion.  Six 
ounces  of  urine  were  drawn,  and  an  examination  showed  the  spe- 
cific gravity  to  be  1,011,  a  large  amount  of  albumen  and  many 
granular  and  hyaline  casts.  Eight  convulsions  followed,  at  inter- 
vals of  about  an  hour.  She  made  a  good  recovery,  the  albumen 
and  casts  disappearing  within  five  days,  and  she  left  the  hospital 
March  31,  well.  She  was  confined  again,  April  2,  1874,  the  la- 
bor and  convalescence  being  normal. 

In  the  first  of  these  two  cases  I  had  advised  the  induc- 
tion of  premature  labor,  feeling  confident  that  eventually 
we  should  have  to  deal  with  a  case  of  eclampsia.  The  con- 
sulting physicians,  however,  not  agreeing  to  this  advice,  the 
case  was  left  to  nature,  and,  as  the  result  showed,  the  preg- 
nancy terminated  in  a  perfectly  normal  labor.  In  the 
second  case  there  was  no  suspicion  of  the  true  condition  of 
the  patient,  and  her  delivery  was  followed  by  a  serious  and 
unlooked  for  complication. 

Soon  after,  the  two  following  cases  occurred  in  my  private 
practice  :  — 

Case  III.  —  In  the  early  spring  of  1877,  I  was  called  to  see 
Mrs.  C,  aged  thirty-two,  then  about  seven  months  pregnant  with 
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her  first  child.  She  had  previously  had  two  miscarriages  at  the 
second  month  without  any  assignable  cause.  At  the  time  of  my 
visit  she  was  complaining  of  nausea,  vomiting,  and  occasional 
headaches.  The  urine  was  albuminous  and  contained  a  few  gran- 
ular and  hyaline  casts.  The  history  of  the  next  two  months  was 
one  of  increasing  general  edema  of  lower  extremities,  flashes  of 
light,  headache,  dizziness,  nausea  and  vomiting,  and  an  inability 
to  read  for  any  length  of  time.  The  amount  of  albumen  in  the 
urine  constantly  increased,  as  did  also  the  number  of  granular 
and  hyaline  casts.  Dr.  Reynolds,  who  was  consulted  in  regard 
to. the  case,  seriously  considered  the  propriety  of  inducing  labor. 
Remembering,  however,  the  case  in  the  hospital,  we  determined  to 
await  further  developments.  She  was  confined  April  i6,  after  a 
normal  and  very  rapid  labor,  and  made  a  good  con^valescence. 
The  albumen  and  casts  rapidly  disappeared.  She  was  again  con- 
f7.ned  Api'il  9,  1878,  the  labor  being  in  every  respect  normal,  and 
there  was  no  return  of  the  albuminuria. 

Case  IV. — The  evening  of  February  23,  1875,  Mrs.  P.,  aged 
twenty-seven,  primipara,  was  taken  in  labor.  During  the  preg- 
nancy she  had  enjoyed  excellent  health,  and,  at  the  beginning 
of  the  labor  she  was  apparently  in  the  best  possible  mental  and 
physical  condition.  About  twelve  hours  after  labor  began  she 
was  seized  with  a  convulsion.  An  examination  of  the  urine 
showed  the  specific  gravity  to  be  1,022  ;  a  large  amount  of  albu- 
men, and  numerous  granular  and  hyaline  casts  were  found.  Four 
hours  later  a  second  convulsion  took  place.  The  os  uteri  was 
about  two  thirds  dilated.  Dr.  Reynolds  saw  the  patient  in  con- 
sultation and  it  was  decided  to  terminate  the  labor  at  once.  The 
OS  was  dilated  by  digital  manipulation  and  the  long  forceps  ap- 
plied within  the  cavity  of  the  uterus.  The  patient  made  a  good 
recovery,  the  casts  and  albumen  disappeared  within  three  weeks. 
She  was  again  confined  June  20,  1877,  with  no  return  of  the  al- 
buminuria. 

Such  cases  as  these  must  occur  more  or  less  frequently 
in  the  practice  of  all  obstetricians.  Why  the  one  case 
should  terminate  in  eclampsia,  and  the  other  should  not, 
seemed  a  problem  difBcult  of  solution.  If  there  was  any 
way  by  which  the  future  in  a  given  case  could  be  foretold 
with  a  reasonable  degree  of  certainty,  then  the  question  ot 
the  advisability  of  the  induction  of  labor  would  be  greatly 
simplified. 
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In  studying  these  and  similar  cases  during  the  last  two 
or  three  years,  it  has  occurred  to  me  that  the  practical 
value  of  one  element  in  the  clinical  history  of  these  pa- 
tients has  been  overlooked,  or  at  least  under-estimated,  and 
the  object  of  the  present  paper  is  to  call  the  attention  of 
the  members  of  the  society  to  that  symptom  as  one  at  least 
of  the  missing  factors  in  the  problem  which  still  awaits  the 
true  solution. 

The  following  eleven  cases,  which  have  occurred  since 
1875,  seem  to  illustrate  the  point  to  which  I  would  call  at- 
tention. This  number  of  cases  is,  of  course,  too  small  to 
serve  as  a  basis  for  any  absolutely  definite  conclusions  ;  but 
they  are  reported  with  a  view  that  future  observations  made 
by  others  may  confirm  the  value  of  the  symptom  to  be  de- 
scribed, as  a  guide  to  the  proper  treatment  of  these  cases, 
or  may  discard  it  as  of  no  practical  value. 

The  symptom  here  referred  to  is  the  amount  of  the  daily 
urinary  secretion  in  patients  suffering  from  an  attack  of 
acute  parenchymatous  nephritis.  The  necessity  of  examin- 
ing the  quality  of  the  urine  in  all  suspected  cases  of  renal 
complication  during  pregnancy,  has  long  been  recognized 
by  the  profession  as  of  vital  importance.  These  cases 
point  to  the  diagnostic  value  of  the  quantity  of  the  urine 
secreted  daily  in  all  cases  of  suspected  threatening  eclamp- 
sia. The  quality  of  the  urine,  whether  accompanied  or  not 
by  those  well-known  general  symptoms  which  usually  usher 
in  or  accompany  an  attack  of  nephritis,  gives  us  the  signal 
of  the  threatening  danger.  The  quantity  of  the  daily  uri- 
nary secretion  gives  us  a  guide  by  which  to  estimate  prop- 
erly the  extent  of  the  danger  itself. 

In  reporting  these  cases  I  have  given  only  so  much  of 
the  records  as  relate  to  the  subject  of  this  paper,  and  have 
not,  except  incidentally,  alluded  in  detail  to  the  treatment 
of  the  several  cases. 

Six   Cases  terminating  in  Convulsions. 

Case  V.  —  Mrs.  J.  J.,  aged  twenty-three,  was  about  eight  and  a 
half  months  pregnant  with  her  first  child,  May  13,  1877,  when  T 
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was  called  to  see  her.  For  two  days  she  had  complained  of  in- 
tense headache,  imperfect  vision,  and  an  inability  to  keep  anything 
on  her  stomach.  There  was  a  marked  edema  of  the  face,  legs, 
and  external  labia.  The  urine  had  a  specific  gravity  of  1,024,  and 
contained  a  large  amount  of  albumen.  A  microscopic  examina- 
tion showed  a  number  of  granular  and  hyaline  casts.  The  amount 
passed  daily  was  thought  by  the  patient  to  have  diminished  dur- 
ing the  last  few  days.  Saline  cathartics,  bromide  of  potash,  and 
chloral  were  ordered. 

May  14.  The  amount  of  urine  in  the  last  twenty-fours  was  only 
fifteen  and  one  half  ounces.  Three  loose  dejections.  The  gen- 
eral symptoms  were  as  at  last  report. 

May  15.  The  amount  of  urine  was  eight  ounces.  The  patient 
was  very  restless,  complaining  of  sharp,  shooting  pains  through 
the  right  temple.  A  consultation  was  asked  for  with  a  view  of 
inducing  labor.  The  mother,  who  resided  in  the  West,  having 
been  telegraphed  for,  the  husband  declined  to  have  anything 
done  until  after  her  arrival. 

May  16.  Shortly  after  midnight  the  patient  was  seized  with  a 
convulsion,  and  I  reached  the  house  in  about  half  an  hour,  just 
as  she  came  out  of  a  second  one.  No  urine  had  been  passed 
since  three  o'clock  on  the  previous  afternoon.  One  and  one  half 
ounces  of  a  dark,  smoky-colored  urine  were  drawn.  A  subse- 
quent examination  showed,  in  the  urine,  a  very  large  amount  of 
albumen  and  numerous  granular  and  hyaline  casts,  and  some 
blood  corpuscles.  There  were  no  signs  of  labor.  The  os  icteri 
barely  admitted  the  tip  of  the  finger.  By  means  of  Barnes' 
dilators  the  os  was  dilated,  and,  at  the  end  of  three  hours  and  st 
half,  during  which  time  she  had  seven  convulsions,  the  os  was  so 
far  open  as  to  allow  of  bimanual  version  being  performed.  The 
membranes  were  ruptured,  and  a  foot  being  seized,  the  delivery 
was  rapidly  effected,  forceps  being  applied  to  the  after-coming 
head.  The  tenth  convulsion  followed  the  removal  of  the  placenta. 
Half  an  hour  later  the  eleventh  and  last  convulsion  took  place. 
Immediately  after  the  extraction  of  the  placenta,  one-sixth  of  a 
grain  of  pilocarpin  was  given,  followed  by  a  second  dose  in 
twenty  minutes.  Thirty  minutes  after  the  first  dose  was  taken 
there  was  a  profuse  diaphoresis.  Six  hours  after  the  delivery, 
three  ounces  of  urine  were  drawn.  The  convalescence  was  very 
tedious.  The  daily  amount  of  urine  gradually  increased  until  the 
eleventh  day,  when  it  reached  forty  ounces.     The  casts  disap- 
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peared  on  the  tenth  day.  The  albumen  rapidly  diminished,  but 
a  trace  still  remained  at  the  time  of  my  last  visit  on  June  23.  I 
saw  her  again  October  27,  on  her  return  to  Boston.  She  reported 
that  it  had  been  six  or  eight  weeks  before  she  had  been  able  to 
be  about  without  feeling  greatly  fatigued.  A  specimen  of  the 
urine,  examined  the  next  day,  showed  no  albumen. 

Case  VI.  —  Mrs.  M.  D.,  aged  twenty-six,  primipara,  was  first 
seen  by  me  January  11,  1878.  She  was  then  about  eight  and  a 
half  months  pregnant.  She  was  able  to  retain  scarcely  any  food, 
and  complained  constantly  of  a  frontal  headache  and  an  inability 
to  read  or  sleep.  The  urine  contained  a  large  amount  of  albu- 
men and  numerous  granular  casts. 

jfanuary  12.  The  amount  of  urine  passed  during  the  last 
twenty-four  hours  was  sixteen  ounces.  She  was  very  irritable 
and  restless.  No  food,  except  possibly  a  little  beef-tea,  had  been 
retained.  A  consultation  was  asked  for  and  all  the  arrangements 
were  made  for  it  on  the  following  morning.  The  same  evening 
she  was  seized  with  a  convulsion  and  had  had  three  before  I 
reached  the  house,  about  an  hour  after  the  first  attack.  She  was 
at  once  etherized.  No  urine  had  been  passed  for  eight  hours. 
Half  an  ounce  was  drawn  of  the  same  character  as  that  examined 
at  my  previous  visit.  A  fourth  convulsion  came  on  while  an  ex- 
amination was  being  made.  The  os  uteri  was  slightly  dilated. 
Through  the  abdominal  walls  slight  intermitting  uterine  contrac- 
tions could  be  felt.  By  means  of  Barnes'  dilators  the  os  was 
rapidly  dilated  and  the  membranes  ruptured.  Uterine  contrac- 
tions now  came  on  rapidly  and  the  head  soon  passed  through  the 
OS.  The  delivery  was  at  once  effected  by  means  of  the  forceps. 
During  the  extraction  the  patient  had  a  slight  convulsion.  The 
skin  was  very  dry.  One  sixth  of  a  grain  of  pilocarpin  was 
given,  producing  a  marked  diaphoresis.  Morphia,  bromide  of 
potash,  and  chloral  were  given,  and  the  ether  discontinued. 
During  the  next  twenty-four  hours  she  passed  seventeen  ounces 
of  urine ;  during  next  twenty-four  hours  fifty-one  ounces.  The 
convalescence  was  somewhat  tedious,  but  accompanied  by  no 
unfavorable  symptom.  An  examination  of  the  urine,  made  Jan- 
uary 20,  showed  no  casts  and  but  a  small  amount  of  albumen. 

On  February  19,  there  was  still  a  trace  of  the  albumen.  I  had 
an  opportunity  to  examine  the  urine  again  May  3,  and  still  found 
a  very  small  amount  of  albumen  present.  An  examination  made 
September  7  showed  no  albumen.  She  was  at  that  time  two 
months  pregnant  with  her  second  child. 
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Case  VII,  —  Mrs.  S.  A.  P.,  aged  twenty-three,  primipara,  first 
came  under  my  care,  when  three  months  pregnant,  April  13,  1875. 
The  history  of  the  following  four  months  was  that  of  a  nervous 
hysterical  patient  with  almost  weekly  varying  symptoms.  Early 
in  August,  a  return  of  the  nausea  and  vomiting,  from  which  she 
had  been  free  for  two  months,  caused  me  to  reexamine  the  urine, 
which  an  examination  made  two  weeks  before  had  shown  to  be 
normal.  The  specific  gravity  was  1,024,  s^^^d  it  contained  a  small 
amount  of  albumen,  and  two  granular  casts  were  found  after  a 
careful  examination  of  a  number  of  slides.  At  this  time  I  did 
not  think  to  examine  the  daily  amount  of  urine.  An  examina- 
tion of  the  water  made  August  24,  showed  the  amount  of  albu- 
men to  be  largely  increased  and  numerous  granular  casts  to  be 
present.  She  was  now  complaining  of  intense  headache,  and 
her  general  nervousness  was  more  noticeable.  Two  days  later 
she  sent  for  me,  as  she  was  passing  but  very  little  water  and  was 
feeling  "  in  every  way  worse."  According  to  the  nurse's  account 
she  had  not  passed  more  than  a  cupful  of  urine  during  the  last 
twenty-four  hours.  A  consultation  was  asked  for,  with  a  view  to 
the  induction  of  premature  labor.  The  husband  consented,  but 
the  mother  of  the  patient  insisting  on  the  consultant  being  a 
homeopathic  physician,  and  finding  that  that  was  the  only 
choice  allowed,  the  consultation  was  declined  and  I  retired  from 
the  case.  From  the  husband  I  subsequently  learned  that,  for  a 
few  days,  the  patient  improved,  but  early  in  September  had  an 
attack  of  eclampsia,  and  was  finally  delivered,  after  eleven  con- 
vulsions, of  a  child  which  lived  two  days.  Several  convulsions 
followed  the  delivery,  and  she  died  thirty-six  hours  later. 

Case  VIII.  —  Mrs.  C.  W.,  aged  nineteen,  primipara,  was 
placed  under  my  care  by  Dr.  J.  P.  Reynolds.  My  first  visit  was 
on  the  evening  of  June  3,  1873.  She  had  had  two  convulsions 
before  I  saw  her,  and  was  being  treated  by  a  leading  homeopathic 
physician,  with  drachm  doses  of  the  fluid  extract  of  valerian  given 
every  hour.  According  to  the  account  he  gave  me,  he  consid- 
ered it  purely  a  case  of  hysteria.  She  was  unconscious  and 
had  a  third  convulsion  while  the  physician  previously  in  attend- 
ance was  giving  me  an  account  of  the  case.  From  her  sister  I 
learned  that  she  was  about  eight  months  pregnant,  and  that  for 
the  last  thirty-six  hours  she  had  been  drinking  freely  of  an  herb 
tea,  hoping  to  be  able  to  increase  the  amount  of  water,  of  which 
she  was  passing  very  little.    The  last  week  she  had  suffered  from 
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a  return  of  the  nausea  and  vomiting  which  had  troubled  her 
during  the  eadier  months  of  her  pregnancy.  The  previous  after- 
noon she  had  also  complained  of  an  intense  frontal  headache. 
By  means  of  a  catheter  almost  an  ounce  and  a  half  of  urine  were 
drawn,  which  a  subsequent  examination  showed  to  contain  a  large 
amount  of  albumen,  and  numerous  granular  and  hyaline  casts. 
The  patient  was  at  once  placed  under  ether,  and  the  os  (then  two- 
thirds  dilated)  was  dilated  by  digital  manipulation.  "Version  was 
performed,  and  the  child  easily  extracted.  The  patient  made  a 
good  recovery,  and  an  examination,  made  July  i,  showed  the 
urine  to  be  normal. 

The  patient  subsequently  moved  to  St.  Louis,  and  died  (1875) 
in  convulsions  when  eight  months  pregnant  with  her  second 
child. 

Case  IX.  —  Mrs.  E,  B.  R.,  aged  twenty-one,  primipara,  was 
taken  in  labor  early  in  the  evening  of  March  27,  1875.  During 
her  pregnancy  she  had  been  under  the  care  of  a  physician  whose 
illness  prevented  his  attendance  at  the  time  of  her  delivery.  She 
had  enjoyed  excellent  health,  however,  during  the  nine  months, 
having  occasion  to  consult  this  physician  only  once  or  twice,  and 
then  on  trivial  subjects.  Two  days  before  I  saw  her  she  had  no- 
ticed that  the  daily  amount  of  urine  was  greatly  diminished.  The 
last  twenty-four  hours  she  had  passed  water  only  once,  and  then 
according  to  her  own  account,  "  not  half  a  tumblerful."  Every- 
thing, however,  seemed  to  be  going  on  all  right,  when  suddenly, 
the  OS  uteri  being  about  half  dilated,  she  was  seized  with  a  con- 
vulsion. She  was  etherized  as  soon  as  possible,  and  Dr.  Minot 
sent  for  in  consultation.  Immediate  delivery  was  decided  upon, 
and  the  patient  was  at  once  delivered  with  forceps.  The  urine 
was  found  to  be  loaded  with  albumen,  and  to  contain  a  large 
number  of  granular  and  hyaline  casts.  During  the  next  thirty- 
six  hours,  she  had  twenty-seven  convulsions,  at  intervals  varying 
from  half  an  hour  to  an  hour.  She  subsequently  made  a  good 
recovery,  and  was  confined  again  July  17,  1875,  the  labor  being 
normal.    There  was  no  return  of  the  albuminuria. 

Case  X.^ — Mrs.  C.  K.,  aged  twenty-four,  primipara,  entered 
the  Boston  Lying-in  Hospital,  June  28,  1878,  to  await  her  con- 
finement.    The  urine  at  the  time  of  her  entrance  had  a  specific 

^  For  the  use  of  the  records  in  this  case  I  am  indebted  to  Dr.  Sam- 
uel Howe,  the  assistant  visiting  physician  of  the  hospital,  under  whose 
care  it  was,  and  with  whom  I  saw  the  patient  in  consultation. 
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gravity  of  1,030,  and  contained  albumen  in  moderate  amount,  but 
no  casts. 

jfuly  12  the  daily  amount  of  urine  secreted  became  very  much 
lessened,  and  none  was  passed  after  the  early  part  of  the  evening. 
At  a  quarter  past  five  o'clock  of  the  morning  of  the  13th,  she 
had  a  convulsion.  Two  ounces  of  urine  were  drawn,  containing 
a  large  amount  of  albumen  and  an  abundance  of  granular  casts. 
The  patient  was  at  once  etherized.  Labor  began  at  thirty-five 
minutes  past  nine.  During  the  next  six  hours,  about  two  ounces 
and  a  half  of  urine  were  drawn  at  different  times.  The  dilata- 
tion of  the  OS  was  hastened  by  the  use  of  Barnes'  dilators,  and 
at  a  quarter  past  eleven  the  membranes  were  ruptured,  and  the 
labor  terminated  by  the  use  of  the  forceps.  During  the  next  five 
hours  one  ounce  of  urine  was  secreted  by  the  kidneys,  at  the  end 
of  which  time  the  patient  had  another  convulsion,  Pilocarpin, 
digitalis,  and  croton  oil  were  successively  tried  without  producing 
any  apparent  effect  on  the  bowels  or  kidneys.  A  steam  bath  was 
then  given  by  means  of  an  atomizer  and  blankets.  A  profuse 
diaphoresis  followed.  During  the  next  twelve  hours  the  patient 
passed  eight  ounces  of  urine  and  had  a  copious  watery  dejection. 
The  records  of  the  next  two  days  show  the  amounts  of  urine  daily 
secreted  to  be  forty  and  sixty-seven  ounces  respectively.  The 
amount  of  albumen  rapidly  decreased,  and  only  a  trace  was  to  be 
found  forty-eight  hours  after  delivery.  The  casts  had  also  disap- 
peared. The  record  of  August  2  showed  no  albumen.  She  was 
discharged  from  the  hospital,  August  5,  well. 

Five    Cases  uncomplicated  with    Convulsions. 

Case  XI.  —  Mrs.  M.  S.,  aged  twenty-seven,  primapara.  General 
health  good.  Catamenia  ceased  May  15,  I  first  saw  her  January 
8,  1878,  when  nearly  eight  months  pregnant.  The  last  two  weeks 
she  had  some  nausea  and  vomiting.  There  was  marked  edema 
of  the  extremities  and  face.  She  also  complained  of  occasional 
transient  headaches,  but  to  these  she  had  been  subject  from 
childhood.  The  bowels  were  constipated.  The  urine  had  a  spe- 
cific gravity  of  1,022,  and  contained  a  small  amount  of  albumen 
but  no  casts.  The  following  day  she  reported  that  the  amount 
passed  in  the  twenty-four  hours  was  forty-five  ounces.  Saline  ca- 
thartics and  iron  were  ordered. 

January  15.  The  headaches  were  reported  as  less  frequent, 
the    edema  and   gastric  disturbances  as    no  worse.     The  daily 
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amount  of  urine  had  ranged  from  forty-eight  to  thirty-nine 
ounces. 

ya7iuary  22.  The  daily  amount  of  urine  had  fallen  to  between 
thirty  and  thirty-six  ounces.  The  headache  was  now  more  or 
less  constant,  and  decidedly  more  severe  in  character.  The  nau- 
sea and  vomiting  were  still  troublesome. 

January  26.  The  bowels  had  been  kept  very  free  by  the  in- 
creased use  of  saline  cathartics.  The  quantity  of  urine  daily  se- 
creted remained  about  the  same.  The  amount  of  albumen  was 
largely  increased,  and  both  granular  and  hyaline  casts  were  pres- 
ent. 

February  7.  The  daily  amount  of  urine  remained  as  at  last  re- 
port. There  was  much  difficulty  in  walking,  owing  to  the  in- 
creased   edema  of  the  lower  extremities. 

February  9.  The  amount  of  urine  passed  during  the  last  twenty- 
four  hours  had  fallen  to  nineteen  ounces.  There  was  consider- 
able dyspnea,  and  the  patient  complained  of  an  inability  to  read, 
owing  to  a  "  blurring  of  the  eyes." 

February  10.  The  amount  of  urine  passed  was  seventeen  and 
one  half  ounces.  Labor  began  shortly  before  midnight.  The  urine 
secreted  since  noon  was  seven  ounces.  Three  ounces  were  now 
drawn.  The  labor  was  rapid,  so  far  as  the  dilatation  of  the  os 
was  concerned.  About  three  o'clock  the  next  morning  (February 
11),  four  hours  after  labor  began,  the  os  was  fully  dilated.  No 
urine  could  be  drawn ;  the  patient  was  very  restless  and  irritable. 
Forceps  were  applied  and  the  labor  terminated.  The  skin  being 
hot  and  dry,  a  sixth  of  a  grain  of  pilocarpin  was  given,  followed 
in  twenty-five  minutes  by  a  profuse  diaphoresis.  The  patient  was 
drowsy,  and  answered  sharply  when  spoken  to.  At  seven  o'clock 
in  the  morning  eight  ounces  of  urine  were  drawn.  She  seemed 
very  sleepy  during  the  next  twenty-four  hours.  The  urine  rapidly 
increased  in  amount,  while  the  albumen  diminished  as  rapidly. 
A  trace  only  of  the  albumen  remained  after  two  weeks.  She  had 
no  milk,  but  otherwise  made  a  normal  although  slow  recovery. 
An  examination  of  the  urine,  made  May  5,  showed  still  a  trace 
of  the  albumen,  although  no  casts  could  be  found.  Her  general 
health  seemed  perfect. 

Case  XII.  —  Mrs.  L.,  aged  twenty-seven,  primipara,  was  first 
seen  by  me,  as  regards  her  pregnancy,  January  28,  1878.  She  was 
then  about  six  and  one  half  months  pregnant.  She  complained  of 
a  pufiiness  of  the  face.     There  was  also   edema  of  the  lower  ex- 
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tremities.  An  examination  of  the  urine  showed  only  a  trace  of 
albumen.  She  was  troubled  also  with  constipation,  for  which 
Hunyadi  Janos  water  was  prescribed. 

February  9.  The  bowels  were  reported  as  freer,  and  the  edema 
of  the  feet  less  marked. 

February  21.  During  the  last  ten  days  she  had  been  troubled 
with  a  slight  nausea,  and  once  with  vomiting.  The  amount  of 
albumen  in  the  urine  was  increased.  She  was  asked  to  keep  a 
daily  record  of  the  amount  of  water  passed,  which  she  did  up  to 
the  time  of  her  confinement. 

March  i.  The  daily  amount  of  urine  had  ranged  from  thirty- 
nine  to  forty-three  ounces.  The  nausea  was  still  troublesome,  al- 
though there  had  been  no  actual  vomiting.  She  complained  of 
slight  headache,  especially  noticeable  evenings.  Iron  was  pre- 
scribed. 

March  8.  The  daily  amount  of  urine  since  the  last  report  had 
ranged  between  thirty-five  and  forty  ounces.  The  albumen  was 
increased,  and  a  few  granular  casts  were  to  be  found.  The  head- 
ache was  more  frequent. 

March  25.  The  daily  amount  of  urine  since  the  last  report 
had  ranged  between  thirty-one  and  thirty-seven  ounces.  The 
nausea  was  more  or  less  constant,  and  she  had  had  several  at- 
tacks of  vomiting. 

April  I.  The  daily  amount  of  urine  ranged  between  twenty-nine 
and  thirty-one  ounces.  The  casts  were  increased  in  number.  The 
edema  of  the  lower  extremities  was  so  great  as  to  render  loco- 
motion extremely  difficult.  She  was  unable  to  read,  owing  to  the 
headache,  and  there  were  frequent  flashes  of  light  before  the 
eyes. 

April  7.  The  daily  amount  of  urine  had  fallen  to  about  nine- 
teen ounces.  The  headache  was  constant  and  severe.  She  was 
obliged  to  keep  her  bed,  owing  to  the  nausea  and  vomiting  which 
was  excited  by  any  attempt  to  rise.  The  bowels  were  kept  freely 
open  by  medicine.     Bromide  of  potash,  and  chloral  were  ordered. 

April  ().  She  had  rested  better,  and  the  headache  was  more 
bearable.  The  urine  was  as  at  last  report.  An  examination  of 
it  showed  a  large  amount  of  albumen,  and  numerous  granular 
and  hyaline  casts. 

April  II.  There  was  a  slight  increase  in  the  amount  of  urine, 
but  the  daily  quantity  passed  ranged  between  twenty-one  and 
twenty-five  ounces,  until  the  evening  of  April  14,  when  she  was 
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confined,  the  labor  lasting  about  seven  hours.  Owing  to  her 
general  nervous  condition  forceps  were  applied  as  soon  as  the  os 
was  fully  dilated.  She  made  a  good  recovery  and  was  able  to  lie 
on  a  sofa  the  thirteenth  day.  The  albumen  disappeared  rapidly, 
and  an  examination  of  the  urine,  made  May  14,  showed  an  ab- 
sence of  both  albumen  and  casts. 

Case  XIII.  —  Mrs.  A.  T.,  aged  thirty-three,  multipara,  was 
first  seen  by  me  August  6,  1876,  when  about  eight  months  preg- 
nant with  her  third  child.  Her  previous  pregnancies  and  labors 
had  been  perfectly  normal.  The  last  week  she  had  noticed  some 
edema  of  the  feet  and  ankles,  and  had  also  been  troubled  with 
an  occasional  nausea.  The  urine  had  a  specific  gravity  of  1,019, 
and  contained  a  small  amount  of  albumen.  Two  weeks  later  the 
albumen  had  increased  considerably,  and  a  few  granular  casts 
were  to  be  seen  under  the  microscope.  Diuretics  and  iron  were 
ordered. 

August  20.  The  amount  of  urine  during  the  last  twenty-four 
hours  was  thirty-eight  ounces.  She  complained  of  headache  and 
a  decided  increase  in  the   edema  of  the  lower  extremities. 

August  25.  The  general  symptoms  were  the  same  as  at  the 
last  report.  The  number  of  casts  in  the  urine  was  decidedly  in- 
creased. The  daily  amount  of  urine  ranged  between  twenty-nine 
and  thirty-four  ounces. 

August  30.  Almost  constant  nausea  and  vomiting  during  the 
past  two  days.  There  were  general  symptoms  of  nervous  pros- 
tration. Any  attempt  to  assume  an  erect  posture  was  followed 
by  dizziness  and  nausea.  The  daily  amount  of  urine  ranged  be- 
tween twenty-six  and  thirty  ounces. 

September  i.  During  the  past  two  days  the  amount  of  urine 
had  been  respectively  twenty-five  and  seventeen  ounces.  Her 
complaint  was  mainly  of  the  nausea  and  headache.  Labor  began 
during  the  afternoon.  No  urine  had  been  passed  since  12  o'clock 
and  three  ounces  of  urine  were  drawn  by  a  catheter.  The  labor 
was  very  rapid,  lasting  a  little  over  three  hours.  The  patient 
made  a  good  convalescence.  The  urine  rapidly  increased  in 
amount,  and  the  albumen  had  disappeared  in  six  days  after  the 
delivery. 

Case  XIV.  —  Mrs.  D.,  aged  thirty-one,  primipara,  was  seen  by 
me  April  7,  1877.  She  was  then  eight  and  one  half  months  preg- 
nant. For  two  weeks  there  had  been  a  history  of  constantly  in- 
creasing headache,  nausea  and  vomiting,  disturbance  of  vision, 
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and  edema  of  face  and  lower  extremities.  The  urine  contained 
a  large  amount  of  albumen,  and  granular  casts  in  abundance. 
The  bowels  were  constipated.  Saline  cathartics  and  iron  were 
ordered. 

April  8.  The  patient  reported  that  she  had  passed  thirty-two 
ounces  of  urine  during  the  last  twenty-four  hours. 

April  12.  The  daily  amount  of  urine  had  ranged  from  twenty- 
eight  to  thirty-three  ounces.  The  last  two  nights  she  had  been 
unable  to  sleep,  except  at  short  intervals,  owing  apparently  to  ex- 
treme nervousness.    The  bowels  had  been  freely  moved  each  day. 

April  i6.  The  daily  amount  of  urine  had  fallen  to  about 
twenty  ounces,  until  the  last  twenty-four  hours,  during  which  she 
had  passed  only  seventeen  ounces.  She  complained  of  a  drowsi- 
ness, which  was  very  noticeable.  She  was  unable  to  read,  and 
took  but  little  interest  in  the  events  transpiring  about  her.  The 
three  hours  preceding  my  visit  she  had  complained  of  pains,  as 
though  labor  was  about  to  begin.  Six  hours  later  I  was  called, 
the  waters  having  broken.  She  was  very  restless,  and  complained 
of  intense  headache  and  a  dyspnea  which  prevented  her  lying 
down.  No  urine  had  been  passed  since  my  last  visit.  The  os 
uteri  was  two  thirds  dilated.  Two  and  a  half  ounces  of  urine 
were  drawn  containing  a  large  amount  of  albumen  and  numerous 
granular  and  hyaline  casts  and  blood-corpuscles.  The  os  was  at 
once  dilated,  the  patient  being  placed  under  ether,  and  the  deliv- 
ery effected  by  the  forceps.  Six  hours  later  she  passed  volun- 
tarily seven  ounces  of  urine.  The  convalescence  was  normal. 
The  renal  secretion  became  rapidly  increased,  and  forty-eight 
hours  later  no  casts  could  be  found,  although  the  albumen  re- 
mained until  the  seventh  day  after  her  delivery. 

Case  XV.  —  Mrs.  A.  C,  aged  twenty-seven,  primipara,  came 
under  my  care  September  29,  1876,  when  eight  months  pregnant. 
Her  only  complaint  was  of  constant  nausea  and  occasional  vom- 
iting. The  urine  contained  a  large  amount  of  albumen  and 
numerous  granular  casts.  There  was  scarcely  any  edema  of  the 
lower  extremities,  although  the  face  seemed  to  be  somewhat  swol- 
len. Two  days  later  she  reported  the  daily  amount  of  urine  to 
be  thirty-six  ounces.  There  was  no  noticeable  change  during  the 
next  three  days,  but  early  on  the  morning  of  October  4  I  was 
sent  for  in  haste,  the  patient  having  fainted.  On  arriving  at  the 
house  I  found  her  in  bed,  propped  up  with  pillows,  and  complain- 
ing of  an  intensely  disagreeable  feeling  in  the  back  part  of  her 
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head,  and  more  or  less  dyspnea.  The  last  twenty-four  hours  the 
amount  of  urine  passed  had  been  only  sixteen  ounces.  There 
had  been  no  symptoms  of  labor,  so  far  as  I  could  learn,  except  a 
few  fugitive  pains  in  the  back.  The  os  uteri  was,  however,  two 
thirds  dilated.  Her  manner  was  drowsy,  and  her  answers  to 
questions  short,  and  as  though  she  did  not  wish  to  talk.  Being 
unwilling  to  attempt  version,  but  being  anxious  to  hasten  the 
delivery,  the  membranes  were  ruptured  artificially.  Labor  pains 
became  at  once  pronounced,  and  the  os,  rapidly  dilating,  forceps 
were  applied  as  soon  as  possible  and  the  delivery  effected.  The 
child  was  made  to  breathe  with  great  difficulty,  and  lived  only  six 
days.  The  secretion  of  urine  became  rapidly  reestablished,  and 
an  examination  showed  no  trace  even  of  albumen  on  the  ninth 
day.     The  convalescence  was,  in  every  respect,  a  normal  one. 

It  will  be  seen  that  these  eleven  cases  all  present  certain 
symptoms  in  common.  The  patients  were  pregnant,  with 
one  exception  all  being  primiparae ;  they  all  had  edema 
more  or  less  general  ;  gastric  disturbances  more  or  less 
marked  ;  headache  and  other  symptoms  pointing  to  a  dis- 
turbance of  the  nervous  system  ;  albuminuria  and  a  condi- 
tion of  the  urine,  as  shown  by  the  microscope,  which  pointed 
unmistakably  to  the  true  nature  of  the  renal  complica- 
tion. In  six  of  these  the  quantity  of  urine  became  grad- 
ually diminished  until  the  amount  secreted  in  the  twenty- 
four  hours  became  very  small,  and  then  began  attacks  of 
eclampsia.  These  ceased,  or  grew  less  frequent,  as  the 
urinary  secretion  became  reestablished.  In  five  cases  the 
daily  quantity  of  urine,  although  diminished  from  the  nor- 
mal amount,  did  not  fall  nearly  as  low  as  in  the  first  class 
of  cases  ;  and  although  the  general  symptoms  were  (cases 
XII.  and  XIV.)  even  more  marked  than  in  any  of  the  cases 
in  which  convulsions  occurred,  yet  the  labor  was  normal 
and  there  were  no  attacks  of  eclampsia. 

This  paper  does  not,  of  course,  pretend  to  deal  with  the 
problem  of  what  causes  an  attack  of  acute  parenchymatous 
nephritis  during  the  course  of  pregnancy,  a  subject  recently 
so  ably  treated  by  Professor  Bartels,^  or  why,  owing  to  the 

^  Ziemssen's  Encydopcedia  of  the  Practice  of  Medicine,  v.,  xv. 
VOL.  III.  13 
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existence  of  that  disease,  eclampsia  should  occur  ;  but  it 
suggests  the  question  as  to  whether  the  daily  quantity  of 
urine  secreted  may  not  be  a  guide  as  to  the  best  method  of 
treating  such  cases.  Further  observations  are,  of  course, 
needed  for  a  contradiction  or  verification  of  the  hint  here 
thrown  out.  A  daily  chemical  analysis  of  urine  in  such 
cases  may  throw  some  further  light  on  the  question  why 
the  daily  amount  of  urine  secreted  is  of  value,  and  on  this 
point  I  hope  to  be  able,  at  a  future  time,  to  report  further. 

For  the  present,  I  would  submit  the  following  as  a  sum- 
mary of  the  points  which  I  have  endeavored  to  bring  for- 
ward in  this  paper  :  — 

First.  It  is  our  duty  occasionally  to  examine  the  urine 
of  pregnant  women  who  may  have  committed  themselves 
to  our  care  during  their  pregnancy,  with  a  view  of  early 
detecting,  by  chemical  and  microscopical  examination,  the 
invasion  of  an  attack  of  acute  parenchymatous  nephritis. 
This  should  in  all  cases  be  done,  even  although  no  notice- 
able symptom  suggests  the  presence  of  the  threatened 
complication.  Had  this  been  done  in  Cases  II.  and  IV., 
the  occurrence  of  the  eclampsia,  of  which  we  had  no  other 
warning,  might  have  been  avoided. 

Second.  When  such  an  examination  has  shown  us 
clearly  that  this  complication  exists,  the  urine  of  the  pa- 
tient should  be  daily  measured,  in  order  that  we  may  know 
whether  the  kidneys  are  properly  performing  their  func- 
tions, and  are  secreting  the  normal  amount  of  urine. 

Third.  Whenever  we  find  that  the  amount  of  urine 
daily  secreted  is  falling  markedly  below  the  normal  amount, 
we  should  endeavor,  as  recently  recommended  by  Professor 
Barker,  by  proper  treatment  to  reestablish  the  impaired 
function  of  the  kidneys,  or,  failing  in  this  effort,  to  supple- 
ment, if  possible,  their  loss  of  action  by  the  increased  ac- 
tion of  other  excretory  organs. 

Fourth.  If,  despite  all  our  efforts,  the  amount  of  urine 
is  very  small  and  constantly  lessening,  no  matter  whether 
at  the  same  time  the  general  symptoms  of  danger  are  in- 
creasing or  not,  we  should  not  hesitate  at  once  to  induce 
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premature  labor  and  thus  avoid  the  occurrence  of  an  attack 
of  eclampsia,  which  is  sure  to  come  whenever  the  daily 
urinary  secretion  falls  below  a  certain  amount.  If  the  pa- 
tient has  reached  that  period  of  her  pregnancy  when  the 
child  is  viable,  then  the  induction  of  premature  labor  be- 
comes still  more  our  imperative  duty. 


DISCUSSION. 

Dr.  Thomas,  of  New  York.  —  Perhaps  one  reason  why  I  take 
special  interest  in  this  paper  is  that  it  expresses  my  own  individ- 
ual views  upon  the  subject. 

Of  course  I  admit  that  there  is  a  very  great  deal  of  the  un- 
known about  this  subject.  I  think,  however,  that  all  agree  upon 
one  point,  namely,  that  there  is  some  urinary  poison  that  ought 
to  have  been  eliminated,  and  has  not  been,  which  causes  puerperal 
convulsions.  It  seems  to  me  that  with  most  of  us  two  things  must 
stand  to  each  other  as  cause  and  effect,  namely,  the  relation  of 
eclampsia  to  the  functions  of  the  kidneys.  I  think  the  chief  points 
to  be  discussed  in  reference  to  the  paper,  are,  When  ought  we  to 
interfere?  When  ought  we  to  rely  upon  medication?  When 
ought  we  to  resort  to  premature  delivery  ? 

When  a  physician  starts  out  with  the  idea  that  every  case  of  al- 
buminuria is  one  that  requires  the  induction  of  premature  labor,  he 
is  a  dangerous  man.  I  have  practiced  obstetrics  for  twenty-seven 
years,  and  during  the  whole  of  that  time  I  have  had  only  two  cases 
of  puerperal  convulsions  which  were  not  accompanied  by  uremic 
symptoms  \  but  in  one  of  these  cases  uremic  symptoms  afterwards 
developed.  Mark  me,  I  do  not  say  these  were  the  cause  of  the  con- 
vulsions, but  they  occurred  in  connection  with  them.  I  think,  how- 
ever, that  even  albuminuria  should  put  us  on  our  guard.  There 
is  a  class  of  cases  in  which  the  urine  is  Very  freely  secreted,  but 
upon  boiling  with  nitric  acid  only  a  small  portion  of  the  albumen 
solidifies.  In  these  cases  the  patient  has  no  marked  tendency  to 
amaurosis,  and  there  is  no  stertorous  respiration  at  night,  both 
of  which  I  regard  as  valuable  prognostic  signs.  But  there  is  an- 
other class  of  cases  in  which  there  is  a  small  amount  of  urine, 
more  than  half  of  which  upon  boiling  with  nitric  acid  becomes 
perfectly  solid.  In  these  cases  the  patient  has  stertorous  breath- 
ing at  night,  and  marked  edema  \  under  these  circumstances  I  be- 
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lieve  nothing  except  premature  delivery  will,  as  a  rule,  prevent 
puerperal  convulsions. 

Chief  among  the  means  of  promoting  an  excessive  action  of 
the  skin  is  the  administration  of  pilocarpine,  which  bids  fair  to  be 
one  of  the  most  useful  of  diaphoretics  that  has  ever  been  intro- 
dured  into  the  materia  medica.  I  differ  from  Dr.  Barker  in  that 
I  believe  in  the  induction  of  premature  labor  in  the  second  class 
of  cases  which  I  have  cited.  In  these  cases  I  believe  that  all 
therapeutic  measures  will  fail  to  bring  about  the  desired  result.  I 
cannot  recall  a  single  case  in  which  I  have  induced  premature 
labor  under  these  conditions  and  have  afterwards  had  cause  to  re- 
gret it. 

In  Dr.  Richardson's  paper,  I  feel  sure  from  my  own  experience 
that  he  has  struck  the  key  note  to  this  whole  subject  in  empha- 
sizing the  marked  decrease  in  the  quantity  of  the  urine  passed  as 
a  valuable  prognostic  sign. 

Dr.  Atlee.  —  Permit  me  to  say  that  I  received  my  instruction 
from  one  whom  I  consider  the  father  of  American  midwifery, 
namely,  the  late  Dr.  Dewees.  In  the  treatment  of  these  cases  he 
considered  the  most  certain  method  of  preventing  puerperal  con- 
vulsions to  be  the  lancet,  where  there  was  a  rapid  and  tense  pulse 
Dr.  Dewees  maintained  that  the  utmost  success  attended  this 
treatment,  and  it  seems  to  me  that  the  use  of  the  lancet  has  be- 
come of  late  far  too  infrequent,  and  I  would  call  upon  my  friend 
Dr.  Barker  for  the  explanation. 

Dr.  Barker.  —  I  am  very  much  afraid  that  I  shall  disappoint 
you  by  my  remarks,  for  I  cannot  assume  that  this  Society  is  the 
place  to  reiterate  already  published  views.  If  I  should  rely  upon 
my  experience  I  would  perhaps  not  go  quite  so  far  in  my  state- 
ments as  Dr.  Thomas  has,  though  in  the  main  I  agree  with  him. 
I  have  published  several  cases  of  puerperal  convulsions  where  no 
evidence  of  renal  disease  was  found,  although  I  am  aware  that 
this  is  one  of  the  most  common  symptoms. 

I  have  but  rarely  met  with  a  case  of  puerperal  convulsions  in 
which  the  patient  had  previously  been  under  preventive  treatment. 
My  experience  is  in  accord  with  that  of  Dr.  Tyler  Smith,  in  rela- 
tion to  the  best  method  of  treatment.  I  see  quite  a  large  number 
of  these  cases  every  year  of  my  life,  and  almost  every  case  of 
convulsions  that  has  come  under  my  notice  has  occurred  in  pa- 
tients whose  renal  secretions  had  not  been  examined. 

I  believe  very  strongly  in  the  value  of  medical  treatment ;  at 
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the  same  time  I  agree  with  the  author  of  the  paper,  and  with  Dr. 
Thomas,  that  where  there  are  symptoms  which  seriously  threaten 
the  life  of  the  mother  or  the  child,  premature  labor  should  be  in- 
duced ;  and  that  one  of  the  most  important  symptoms  of  this  con- 
dition is  the  continued  existence  of  albuminuria  in  spite  of  all 
treatment.    Under  these  circumstances  I  have  often  induced  labor. 

Only  one  word  more  in  reply  to  my  friend,  Dr.  Atlee.  I  per- 
fectly agree  with  him  in  regard  to  venesection  as  a  prophylactic 
measure  against  puerperal  convulsions.  I  have  published  a  paper 
on  the  value  of  blood-letting  in  obstetric  practice,  and  think  it  a 
measure  which  possesses  great  merit  in  preventing  puerperal  con- 
vulsions. It  supplements  the  action  of  the  kidneys,  and  removes 
a  certain  amount  of  poison  from  the  system.  We  may  supple- 
ment the  action  of  the  kidneys  through  the  skin  and  through  the 
alimentary  canal,  but  when,  by  this  means,  the  difficulty  is  not 
removed,  then  I  believe  in  venesection.  In  this  way  it  is  possi- 
ble to  save  patients  who  could  not  be  saved  in  any  other  way. 
One  of  the  good  effects  of  blood-letting  is  to  prevent  the  cerebral 
lesions  which  convulsions  may  produce.  I  therefore  earnestly  ad- 
vise blood-letting  in  the  treatment  of  these  cases. 

Dr.  Lyman,  of  Boston.  —  I  think  Dr.  Richardson's  paper  is  an 
excellent  one,  and  that  it  touches  the  salient  points  of  the  whole 
subject. 

The  worst  case  of  edema  that  I  ever  saw,  one  in  which  the  legs 
fairly  cracked  open,  was  in  connection  with  a  perfectly  normal 
labor  with  good  results. 

We  have  given  up  the  distinction  which  used  to  be  made  in 
my  earlier  days,  namely,  the  hysterical,  epileptic,  and  congestive 
forms  of  convulsions.  I  have  no  doubt  whatever  but  that  these 
three  kinds  of  convulsions  exist,  and  that  the  treatment  for  each 
is  different.  The  hysterical  form  of  convulsion  is  a  matter  of  no 
consequence.  The  epileptic  form  is  that  from  which  the  patient 
almost  always  recovers.  Then  we  come  to  the  congestive  form. 
Now  it  seems  to  me  we  have  got  "  the  cart  before  the  horse." 
We  are  discussing  the  mode  of  relieving  the  convulsions,  and  not 
the  pathology.  As  to  the  pathology  of  the  disease,  I  do  not  know 
of  anything  which  has  been  written  since  that  by  Braun,  fifteen 
years  ago.  I  hope  that  the  object  of  the  pathology  of  this  dis- 
ease will  be  taken  up  by  some  of  the  younger  men  of  the  profes- 
son  and  thoroughly  investigated. 

In  regard  to  bringing  on  premature  labor,  I  do  not  understand 
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Dr.  Barker  as  saying  that  he  is  entirely  opposed  to  the  produc- 
tion of  premature  delivery,  but  in  the  great  majority  of  cases  I 
should  be  afraid  of  exciting  convulsions  if  I  adopted  this  pro- 
cedure. 

A  patient  whom  I  had  under  my  care  had  albumen  and  casts  in 
her  urine,  and  I  was  very  much  afraid  of  convulsions.  The  sub- 
ject of  premature  delivery  was  in  my  mind,  but  I  delayed,  and 
gave  her  active  cathartics,  and  should  have  bled  her,  but  she  was 
anemic.  Labor  began,  and  when  the  child's  breech  was  delivered 
she  was  taken  with  a  most  tremendous  convulsion,  which  was  suc- 
ceeded by  another,  in  which  she  died. 

I  consider  this  whole  trouble  as  of  nervous  origin,  and  with 
this  statement  I  will  close  my  remarks. 

Dr.  Barker,  of  New  York.  —  I  would  state,  for  the  informa- 
tion of  Dr.  Lyman,  that  I  hold  in  my  hand  the  second  volume  of 
the  Transactions  of  our  Society  containing  a  paper  upon  the  pa- 
thology of  the  disease  under  consideration. 

Dr.  Richardson,  closing  the  debate.  —  I  have  only  one  word 
to  say,  and  that  is  in  reply  to  the  question  of  Dr.  Atlee. 

I  look  upon  these  as  cases  of  blood  poison.  Had  the  cases  I 
have  given  been  accompanied  with  the  pulse  of  plethora,  I  should 
have  bled  ;  but  as  they  were  not,  I  had  good  reason  for  not  do- 
ing so. 


ALTERNATING    ANTERIOR    AND     POSTERIOR 
VERSION  OF  THE  UTERUS. 

BY  SAMUEL  C.   BUSEY,      M.   D., 
Washington,  D.  C. 

The  above  title  has  been  selected  to  set  forth  succinctly 
and  fully  the  distinctive  feature  of  a  case  of  malposition  of 
the  uterus,  in  which  the  organ,  when  unsupported  by  any 
mechanical  contrivance,  was  always  found  in  the  position 
either  of  complete  anteversion  or  retroversion. 

The  history  of  this  case  is  as  follows  :  On  April  28,  1878, 

Mrs. after  a  somewhat  fatiguing  journey  reached  the 

city  of  Washington,  and  was  seen  by  me,  for  the  first  time, 
on  the  next  day.  She  was  an  intelligent  and  accomplish eii 
woman  ;  twenty-nine  years  of  age,  above  the  average  height 
and  slender  ;  had  been  married  seven  years  and  borne  tw( 
children,  the  elder  daughter  being  six  and  the  younge) 
three  and  a  half  years  old.  Previous  to  her  marriage  she 
had  excellent  health  and  was  accustomed  to  active  exer- 
cise —  walking  and  horseback  riding.  Menstruation  was 
regular  and  painless,  lasting  from  five  to  six  days,  and  usu 
ally  copious  during  the  second  and  third  days.  Her  first 
child  was  borne  eleven  months  after  marriage.  Labor  was 
tedious  and  convalescence  tardy.  Since  then  she  had  never 
enjoyed  vigorous  health  as  formerly  ;  during  the  inter-preg- 
nant interval  she  suffered  from  debility,  some  pelvic  distress, 
was  unable  to  superintend  her  household  duties,  and  after 
any  unusual  effort  was  compelled  to  seek  relief  in  the  re- 
cumbent posture,  being  frequently  confined  to  her  bed  for 
a  week  or  more.  Menstruation,  beginning  at  an  indefinite 
period  after  the  first  labor,  recurred  regularly,  but  was  al- 
ways accompanied  with  considerable  pelvic  pain  and  head- 
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ache,  continued  during  a  longer  period  and  was  greatly  in- 
creased in  quantity.  With  the  commencement  of  the  second 
pregnancy,  her  general  health  improved,  but  she  did  not 
regain  the  vigor  and  freshness  of  her  first  gestation.  The 
second  accouchment  v^ras  more  difficult  and  protracted  than 
the  first,  and  was  followed  by  a  dangerous  illness,  which 
continued  during  several  weeks.  Since  then  she  had  been 
a  confirmed  invalid,  passing  most  of  her  time  either  in  bed 
or  on  a  lounge.  During  the  year  succeeding  the  last  par- 
turition she  had  not  submitted  to  any  systematic  medical 
treatment,  but  mainly  relied  upon  rest  in  the  recumbent 
posture,  which  afforded  comparative  comfort,  except  during 
the  catamenia,  which  returned  with  regularity,  but  were  at- 
tended with  augmented  suffering  and  a  greatly  increased 
loss  of  blood,  the  flow  uniformly  continuing  for  nine  or  ten 
days.  For  the  past  two  and  a  half  years  she  had  been  con- 
stantly under  treatment. 

She  represented  that  she  had  suffered  from  some  chronic 
inflammatory  condition  and  displacement  of  the  womb,  and 
that  she  had  been  during  several  periods,  varying  from  three 
to  six  months,  subjected  to  very  energetic  local  treatment, 
such  as  the  weekly  application  of  caustics  which  had  oc- 
casioned severe  paroxysms  of  pain,  coming  on  a  few  hours 
after  the  applications,  and  only  relieved  by  large  doses  of 
morphine.  On  one  occasion,  which  was  not  the  last,  how- 
ever, after  what  she  supposed  had  been  an  unusually  severe 
cauterization,  a  painful  and  protracted  pelvic  trouble  had 
followed,  which  endangered  her  life.  Pessaries  of  various 
shapes  had  been  tried,  but  none  had  afforded  permanent 
ease  ;  the  last,  a  Hoffman's  elastic  pessary,  which  had  been 
worn  during  her  journey  and  for  several  days  preceding 
her  departure  from  home,  had  given  more  comfort  than  any 
previously  employed. 

Her  bowels  acted  irregularly,  were  usually  constipated, 
but  sometimes  for  several  days  consecutively  she  would  have 
one  or  more  loose  stools.  Defecation  was  at  times  painful. 
Frequent  micturition  had  been  only  an  occasional  annoy- 
ance.    Her   appetite  was  poor   and    somewhat  capricious  ; 
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she  had  lost  flesh,  and  been  much  troubled  with  palpitation, 
which  she  feared  was  the  symptom  of  some  severe  heart 
disease.  She  slept  badly,  but  was  markedly  free  from  the 
psychical  and  sensory  disturbances,  which  so  frequently 
complicate  these  chronic  uterine  ailments.  She  expressed 
herself  as  feeling  very  greatly  improved. 

As  I  found  her  she  was  feeble  and  anemic,  had  a  small 
compressible  and  frequent  pulse,  and  complained  of  con 
stant  pain  in  the  sacral  and  left  iliac  regions,  which  occa- 
sionally also  invaded  the  middle  and  right  hypogastrium, 
was  sometimes  diffused  throughout  the  pelvis,  and  at  times 
extended  down  the  thighs.  These  pains  grew  worse  when 
she  was  sitting  erect,  were  greatly  aggravated  when  walk- 
ing, especially  when  ascending  or  descending  steps,  and 
were  intensified  during  the  periods  of  menorrhagic  discharge, 
which  continued  with  unabated  profuseness.  So  much  were 
the  pains  augmented  during  locomotion  that  she  but  rarely 
attempted  to  walk,  could  not  dress  herself  without  assis- 
tance, and  seldom  left  her  chamber,  not  even  joining  the 
family  at  their  meals.  There  was  some  tenderness  on  firm 
pressure  over  the  left  ovary,  but  it  was  not  marked  else- 
where. She  had  removed  the  Hoffman  pessary  the  night 
previous.  The  vagina  was  tender  and  very  greatly  dis- 
tended, feeling  like  an  inflated  sac,  with  smooth,  moist  walls. 
The  cervix  uteri  was  pressing  firmly  against  the  anterior 
vaginal  wall,  the  os  looking  towards  the  symphysis  pubis. 
The  neck  was  firm,  hard,  pale,  and  felt  like  cartilage.  The 
body  and  fundus  were  correspondingly  depressed  pos- 
teriorly, occupying  Douglas'  pouch,  and  pressing  against 
the  rectum  ;  were  very  tender,  but  not  apparently  enlarged. 
The  probe  passed  with  facility  to  the  fundus  without  pro- 
ducing pain.  The  organ  was  movable  in  every  direction  ; 
measured  three  and  one  quarter  inches,  the  excess  of  length 
being  due  to  elongation  of  the  infra-vaginal  cervix.  Its 
longitudinal  axis  occupied  apparently  an  antero-posterior 
median  direction.  There  was  no  discharge  through  the  os, 
nor  was  the  probe  even  tinged  with  blood,  notwithstanding 
the  manipulation  to  determine  the  mobility  of  the  organ. 
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In  the  left  lateral  cul-de-sac  there  was  moderate  tenderness, 
increased  by  bi-manual  pressure,  and  a  sense  of  resistance 
and  tension  in  the  direction  of  the  left  broad  ligament. 
The  left  ovary  could  not  be  distinctly  felt.  By  pressure 
with  the  finger  against  the  anterior  surface  of  the  infra- 
vaginal  cervix  the  organ  could  be  easily  restored  to  its  nor- 
mal position.  In  effecting  reposition  the  os  swept  the  pos- 
terior vaginal  wall  in  firm  contact,  and,  when  the  uterus 
was  in  position,  seemed  imbedded  in  its  surface.  The  pa- 
tient alleged  that  pain,  frequently  felt  when  sitting  erect, 
was  relieved  by  shielding  the  perineum  from  pressure.  The 
rectal  ampoule  contained  large  masses  of  feces.  The  im- 
portance of  these  details  will  be  appreciated  when  I  discuss 
the  causes  of  the  reversible  malposition,  which  as  yet  had 
not  been  suspected. 

With  this  history  and  these  facts  before  me,  the  indica- 
tions for  treatment  were  :  — 

1.  To  reduce  the  displacement  and   retain  the  organ  in 
position. 

2.  To  rebuild  her  wasted  physique. 

3.  To  arrest  the  excessive  menstrual  losses  of  blood. 
After  having  communicated  the  result  of  the  examination 

and  indicated  my  purpose  to  adjust  an  instrument  to  sup- 
port the  womb,  the  patient  politely  informed  me  that  my 
suggestion  was  simply  the  repetition  of  the  old  story,  and, 
directing  me  to  where  I  found  a  Smith's  modification  of 
Hodge's  closed  lever  pessary,  added  that  it  had  been  tried 
numerous  times,  without  affording  relief  except  at  times  for 
a  day  or  two,  followed  by  an  aggravation  of  her  discomfort. 
This  protest  was  disregarded.  The  instrument  was  intro- 
duced and  left.  It  simply  lodged  on  the  floor  of  the  spa- 
cious vaginal  cavity.  With  directions  to  meet  the  second 
indication,  and  to  use  vaginal  injections  of  hot  water  morn- 
ing and  night,  we  parted  for  the  time  being.  The  next  day 
she  was  less  complaining.  The  vaginal  cavity  had  dimin- 
ished and  the  uterus  was  resting  against  the  posterior  arm 
of  the  pessary.  On  the  ist  of  May  the  menses  began.  The 
flow  was  excessive  and  continued  during  nine  days,  notwith- 
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standing  the  free  administration  of  gallic  acid  from  the  close 
of  the  fourth  day,  and  rest  in  bed  during  the  entire  period, 
but  was  unaccompanied  with  the  usual  pelvic  pains  and 
headache.  She  slept  well  under  the  influence  of  a  single 
moderate  dose  of  chloral  hydrate  each  night.  She  aban- 
doned the  bed  the  day  after  the  cessation  of  the  discharge 
and  next  day  I  found  her  suffering  more  than  at  any  time 
since  her  arrival.  To  my  great  surprise  the  uterus  occupied 
a  right  oblique  direction,  the  fundus  lying  to  the  right  of 
the  median  line,  against  the  right  ramus  of  the  pubes  and 
the  OS  pointing  towards  the  left  sacro-iliac  synchondrosis. 
Unwilling  to  acknowledge  a  mistaken  diagnosis,  I  re-ad- 
justed the  organ  and  left  the  instrument  in  position.  The 
vaginal  cavity  had  collapsed,  and  its  walls  closed  around  the 
cervix  and  the  pessary.  The  following  day  the  organ  had 
resumed  its  right  oblique  malposition.  The  Hodge  pattern 
was  abandoned  and  a  Thomas  anteflexion  instrument  sub- 
stituted.^ I  persisted  for  some  days  in  attempts  to  utilize 
this  instrument.  My  theory  was  that  if  I  could  succeed  in 
stretching  or  displacing  the  intervening  soft  parts  and  effect 
close  coaptation  of  the  concavity  of  the  body  of  the  appara- 
tus to  the  cervix,  so  as  to  cover  the  anterior  surface  of  both 
the  infra-  and  supra-vaginal  portions,  I  might,  partially  at 
least,  fix  the  points  around  which  the  organ  revolved  in  its 
movements  of  anteversion  and  retroversion.  To  accomplish 
this  it  was  necessary  to  prevent  the  forward  rotation  of 
the  infra-vaginal  cervix,  which  must  occur  in  retroversion, 
and  the  anterior  deviation  of  the  supra-vaginal  neck  which 
necessarily  took  place  in  anteversion.  This  I  hoped  to  ef- 
fect by  making  the  symphysis  pubis  the  fixed  base  against 
which  the  curved  extremity  of  the  hinged  wing  of  the  sup- 
port would  rest,  thus  securing  uniform  coaptation  of  the 
partially  fixed  parts  of  the  womb  and  pessary,  thereby  lim- 
iting the  oscillations  of  the  organ  to  an  arc  of  safety,  be 
that  arc  the  one  described  by  the  os  or  by  the  fundus. 
The  surface  of  impingement  should  include  the  anterior 
face  of  the  organ,  extending  from  the  lower  margin  of  the 
1  As  described,  Gynecological  Transactions,  p.  238,  vol.  ii.,  1877. 
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attachment  of  the  anterior  vaginal  wall  to  the  cervix  up  to 
and  above  the  level  of  the  internal  os,  or  else  flexion  might 
be  promoted.  The  uterus  perversely  refused  to  obey  my 
will  or  to  verify  my  theory.  The  fundus  would  either  dis- 
lodge itself  from  the  excavation  of  the  support  and  resume 
its  right  oblique  position  or  follow  the  arc  of  posterior  de- 
scent, forcing  the  os  into  and  against  the  concavity  of  the 
body  of  the  pessary.  On  a  single  occasion  I  found  the  neck 
riding  over  the  top  of  the  instrument.  Reflection  since 
has  satisfied  me  that  my  failure  was  attributable  as  much 
to  the  mechanical  construction  of  the  apparatus  as  to  any 
defect  in  my  theory.  If  I  had  transferred  the  joint  and 
attached  the  movable  fulcral  wing  transversely  to  the  con- 
vexity of  the  body  of  the  instrument  on  a  line  correspond- 
ing with  the  axis  of  the  organ  in  its  antero-posterior  oscil- 
lations, which  must  be  located  between  the  lower  vaginal 
and  upper  vesical  attachments  of  the  anterior  surface  of 
the  uterus,  I  might  have  had  better  success.  To  return, 
however,  to  the  history  of  the  case.  Bafiled  in  these  efforts, 
I  instituted  a  series  of  experimental  observations  to  ascer- 
tain the  causes  of  these  erratic  movements  of  the  viscus, 
with  the  following  results.  When  placed  in  complete  re- 
troversion it  would  remiain  in  that  malposition,  but  when 
anteverted  it  invariably  either  glided  into  the  right  oblique 
position  previously  described  or  changed  into  a  retrover- 
sion. These  demonstrations  brought  me  to  the  conclu- 
sion that  several  influences  were  concerned  in  the  causa- 
tion of  these  changing  relations,  — to  wit,  rectal  distention, 
vesical  repletion  and  collapse,  tension  of  the  lower  portion 
of  the  left  broad  ligament,  the  increased  length  of  the 
organ,  elongation  and  induration  of  the  infra-vaginal  cervix, 
and  probable  structural  changes  which  added  density,  hard- 
ness, and  rigidity  to  the  body  and  fundus,  as  was  manifestly 
the  case  with  the  infra-vaginal  portion.  This  hyperplastic 
condition,  together  with  the  additional  length,  rendered  ef- 
fective the  resistance  of  the  contiguous  structures  to  the 
normal  backward  and  forward  motions,  thus  causing  devia- 
tion of  the  longitudinal  axis  in  the  direction  of  least  resist- 
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ance.  The  right  oblique  position  was  favored  by  the  con- 
joint agency  of  a  distended  rectum  and  the  abnormal  trac- 
tion occasioned  by  the  increased  tension  and  diminished 
mobility  of  the  lower  border  of  the  left  lateral  attachments, 
probably  cooperating  also  with  the  action  of  a  distended 
bladder,  which  would  elevate  the  organ  and  press  back- 
wards the  cervix.  If  then  the  uterus,  thus  altered  in 
structure,  was  lifted  up  and  deviated  obliquely  through  its 
longitudinal  axis  from  right  to  left,  by  the  conjoint  opera- 
tion of  these  several  forces,  it  can  be  easily  understood 
why  the  body  and  fundus  should  follow  the  collapse  of  the 
bladder  and  finally  rest  against  the  right  ramus  of  the 
pubes,  and  also  why  the  organ  was  constantly  dislodged 
from  the  Thomas  pessary.  For  inasmuch  as  the  region  of 
the  internal  os  anteriorly  is  the  most  firmly  fixed  portion 
of  the  uterus,  because  of  its  attachment  to  the  posterior 
wall  of  the  bladder,  the  fundus  would  necessarily  follow  the 
changing  conditions  of  that  viscus.  So  that  when  the 
organ  was  lifted  up  and  away  from  the  instrument,  with 
backward  and  left  lateral  displacement  of  the  cervix,  it 
would  maintain  this  oblique  direction  of  its  long  axis  in 
descent  following  vesical  depletion,  consequently  escaping 
the  excavation  of  the  pessary  and  resuming  the  position  of 
right  antero-lateral  version. 

So  far  the  discussion  refers  to  the  causation  of  the  ob- 
lique malposition,  but  the  case  presented  other  peculiar- 
ities which  demanded  investigation,  to  which  attention  is 
now  invited. 

When  the  uterus  was  placed  in  complete  retroversion  it 
remained  so,  with  its  longitudinal  axis  apparently  occupy- 
ing a  median  antero-posterior  direction,  but  when  restored 
to  the  normal  position  and  left  without  support  it  might 
revert  to  the  posterior  malposition  or  assume  the  position 
of  right  antero-lateral  version.  If  left  in  the  latter  devia- 
tion it  would  sooner  or  later  return  to  the  condition  of  re- 
troversion, and  if  supported  in  front  by  the  Thomas  pessary 
it  would  either  resume  the  right  antero-lateral  or  posterior- 
displacement.     Various   agencies    were    combined    in    the 
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production  of  these  erratic  movements,  of  which  the  essen- 
tial factor  was  the  elongated  and  indurated  cervix.  Vesi- 
cal elevation,  rectal  distention,  position  of  the  body,  the 
influence  of  the  changing  relations  of  the  pressure  of  the 
superincumbent  viscera  to  the  longitudinal  axis  of  the 
womb,  and  defecation  under  certain  circumstances,  were 
accessory,  though  subordinate  elements.  • 

In  examining  the  modus  opei'andi  of  the  lengthened 
neck  in  effecting  these  alternating  dislocations,  it  must  not 
be  forgotten  that  in  the  reduction  of  the  retroversion  the 
OS  impinged  against  the  posterior  vaginal  wall  and  was  im- 
bedded in  its  surface.  The  vagina  is  a  "  musculo-mem- 
branous  tube,  remarkable  for  its  dilatability."  Its  posterior 
surface  is  irregular,  unstable,  and  crossed  by  numerous 
"  transverso-curvilinear  ridges."  At  varying  parts  and 
under  constantly  changing  conditions  it  would  offer  greater 
or  less  obstruction  to  an  os  sweeping  and  indenting  its  sur- 
face in  its  antero-posterior  movements,  and,  accordingly, 
the  neck  would  deviate  backwards  or  forwards  in  the  direc- 
tion of  lesser  resistance.  Especially  .might  this  occur 
should  any  accessory  force  be  simultaneously  operative  in 
the  opposite  direction  upon  the  body  or  fundus. 

The  influence  of  these  inconstant  relations  of  the  vulvo- 
uterine  canal  in  determining  the  direction  of  the  longi- 
tudinal axis  of  the  uterus,  when  increased  in  length,  is  not 
always  a  passive  agency,  favoring  or  facilitating  an  ante- 
rior or  posterior  displacement,  but  may  become  an  active 
force  directing  the  course  of  the  cervical  deviation.  In  the 
case  under  review,  the  womb  when  left  in  position  would 
rotate  either  backwards  or  forwards,  but  when  supported 
by  a  closed  lever  pessary,  the  agencies  engaged  in  causing 
these  malpositions  were  ineffective  except  in  producing 
version  forward.  That  they  were  inconstant  is  shown  by 
the  fact  that  not  unfrequently  the  organ  would  rest  against 
the  instrument  behind  for  several  days  before  the  direc- 
tion of  its  long  axis  would  be  reversed.  The  dorsal  decubi- 
tus promotes  retroversion.  Sitting  erect  or  standing  may 
favor,  under  varying  circumstances,  either  retroversion  or 
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anteversion,  the  resulting  malposition  being  determined 
probably  by  some  auxiliary  force.  How  far  posture  was 
instrumental  in  promoting  these  alternating  versions  can- 
not be  determined  or  even  conjectured,  but  it  is  not  im- 
probable that  it  was  a  subsidiary  agency  secondary  only  to 
the  elongated  cervix.^  I  cannot  assert  the  fact,  but  the 
conformation  of  her  figure  suggested  acquired  aggravation 
of  the  dorso-lumbar  spinal  curve,  a  compensating  excessive 
pelvic  obliquity,  or  vice  versa,  which  would  favor,  in  erect 
positions  of  the  trunk,  forward  inclination  of  the  fundus. 
In  this  connection  it  is  also  worthy  of  note  that  the  liabil- 
ity to  a  change  of  the  direction  of  the  version,  increased  as 
the  longitudinal  axis  approximated  the  axis  of  the  superior 
pelvic  strait,  owing  either  to  the  more  direct  action  of  the 
posterior  vaginal  wall  on  the  indurated  cervix,  or  to  the 
more  effective  influence  of  the  accessory  forces  upon  the 
body  and  fundus. 

The  history  of  the  patient  does  not  determine  the  exist- 
ence of  any  developmental  defect  of  formation  of  the 
uterus,  neither  does  it  exclude  the  probability  of  such  a 
condition.  The  only  abnormal  symptom  attending  men- 
struation previous  to  her  first  pregnancy  was  an  excessive 
duration  of  the  periods.  Neither  the  regularity  of  the 
periods,  nor  their  freedom  from  pain  preclude  the  presence 
of  flexure  of  the  cervix,  for  Emmet  ^  has  fixed  the  propor- 
tion of  such  cases  as  were  regular  from  the  first  at  75.36 
per  cent.,  and  of  such  as  were  free  from  pain  at  74.87  per 
cent.  These  percentages  are  increased  when  the  estimate 
is  restricted  to  those  who  were  fruitful.  The  same  dis- 
tinguished gynecologist  fixes  the  proportion  of  those  in 
whom  menstruation  "remained  unchanged  in  every  respect 
from  the  condition  at  the  beginning,"  at  47.37  per  cent,  of 
"  all  the  cases  with  flexures  of  the  cervix,"  and  estimates 
the  average  duration  of  the  "  cases  where  the  flow  was 
always  normal  as  to  quantity  "  to  be  5.04  days.  In  the 
cases  where  the  flow  was  too  free,  but  the  time  remained 

1  See  paper  by  the  author,  Am.  J.  Obst.,  iv.,  585. 

^  Tr.  Am.  Gynec.  Soc,  i.,  56,  57.  1 
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unchanged,  the  duration  was  6.41  days.  These  data  estab- 
lish the  probability  that  flexure  of  the  cervix  did  exist  prior 
to  the  first  pregnancy.  It  is  also  inferred  from  the  statis- 
tics collected  by  the  same  writer  that  lengthened  duration, 
and  increase  of  the  quantity,  of  the  flow  in  after-life,  belong 
to  the  natural  history  of  such  cases,  but  this  circumstance 
alone  would  be  insufficient  to  account  for  the  extraordinary 
prolongation  of  the  periods  in  the  present  case. 

From  his  study  of  the  "  development  and  subsequent 
changes  in  the  different  forms  of  flexures,"  Dr.  Emmet 
concludes  that  — 

"Flexures  of  the  cervix  have  their  origin  at  about  the 
age  of  puberty  by  the  balance  being  lost  between  the  rela- 
tive growth  of  the  body  and  cervix.  From  the  earliest 
development  of  the  uterus  until  pregnancy  some  degree  of 
anteversion  exists  as  a  rule.  With  the  uterus  in  this  posi- 
tion the  neck  cannot  be  developed  to  an  undue  length  with- 
out forcing  the  cervix  forward  in  the  axis  of  the  vagina 
where  the  least  resistance  is  offered.  ,As  the  body  lies 
forward,  the  cervix  must  become  bent  upon  itself  at,  or 
near,  the  vaginal  junction,  and  thus  the  flexure  is  formed. 
This  condition  must  exist  or  the  uterus  will  become  retro- 
verted,  the  result  being  determined  by  the  fullness  or  ab- 
sence of  the  posterior  cul-de-sac  of  the  vagina.  If  the 
cervix  is  small  enough  in  diameter  to  be  readily  bent  upon 
itself,  the  flexure  takes  place;  but  if  the  contrary  be  the 
case  and  the  cul-de-sac  be  small,  retroversion  of  the  organ 
will  occur.  As  the  growth  is  not  always  completed  at  the 
time  of  the  first  menstrual  period,  a  female  may  begin  with 
flexure  of  the  cervix  and  afterward  from  retroversion  have 
retroflexion.  With  flexure  of  the  cervix,  the  neck  always 
becomes  longer  in  after  life  than  it  was  at  puberty,  from 
being  crowded  forward  in  the  vagina,  which  condition  will 
frequently  produce  retroversion." 

The  foregoing  considerations  brought  me  to  the  conclu- 
sion that  the  elongated  and  cartilaginous  cervix  was  the  pre- 
dominant, if  not  the  essential  factor  in  causing  the  alternate 
anterior  and  posterior  versions. 
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Holding  this  opinion,  three  methods  of  treatment  sug- 
gested themselves. 

1.  Amputation  of  the  cervix. 

2.  Organic  fixation  of  the  cervix. 

3.  Mechanical  fixation  of  the  cervix. 

To  the  first,  as  the  primary  procedure,  there  were  many 
objections.  The  patient  had  reached  the  age  of  average 
maximum  fertility,^  and  pregnancy  held  out  a  hope  of  per- 
manent cure.  With  an  elongated  and  hyperplastic  cervix 
and  probable  involvement  of  the  supra-vaginal  portion  of 
the  organ  in  the  same  structural  change,  pregnancy  was  not 
very  probable,  but  the  probability  would  be  greatly  dimin- 
ished by  amputation  of  the  cervix.  Again,  it  could  not  be 
determined,  in  advance,  how  necessary  the  infra-vaginal 
portion  might  be  to  maintain  the  body  and  fundus  in  the 
healthy  position.  For,  if  my  theory  that  the  condition  of 
the  cervix  was  the  essential  instrumentality  in  producing  the 
alternating  versions  was  incorrect,  its  amputation  might 
have  proven  even  worse  than  nugatory.  Partial  ablation 
might  have  obviated  these  objections,  but  it  was  deemed 
best  to  hold  these  procedures  in  reserve  for  subsequent  de- 
velopments. 

The  second  method,  which  proposed  to  effect  attachment 
of  the  lateral  walls  of  the  vagina  to  the  sides  of  the  cervix, 
was  deemed  impracticable  for  reasons  which  will  appear 
manifest  to  the  Fellows. 

The  third  and  last  method  remained.  This  I  attempted 
to  carry  out  with  variously  devised  pessaries.  Hoffman's, 
which  had  offered  comparative  comfort,  was  objectionable 
because  of  the  material  of  which  it  was  made,  which  ab- 
sorbed the  secretions  ;  from  the  difficulty  of  adjustment  ; 
and  from  its  immobility  and  lateral  dilatation  of  the  vagina 
when  in  position.  I  finally  succeeded  with  one  of  Fowler's 
instruments,  such  as  is  shown  in  the  cut  (Fig.  i.).  This  the 
patient  soon  learned  to  remove  and  readjust,  at  pleasure, 
with  remarkable  facility.     It  was  removed  on  retiring  and 

^  Duncan,  Fecundity,  Fertility,  and  Sterility,  2d  ed.,  Edinburgh, 
187 1,  pp.  5,  6. 
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replaced  before  rising  in  the  morning.  Its  greatest  meas- 
urement corresponded  with  the  axis  of  the  vagina,  and  un- 
like  Hoffman's,  which  retained   the  uterus    always  in  the 

same  position,  it  admit- 
ted, within  a  limited  arc, 
the  antero-posterior  oscil- 
lations of  the  organ  and 
lessened  the  traction  up- 
on the  left  lateral  attach- 
ments. Thenceforward 
my  patient  improved 
very  rapidly,  gaining 
strength,  vigor,  and 
flesh. 

Her  second  menstruation  began  on  June  ist,  ceased  on 
the  fifth  day,  and  was  free  from  any  of  the  usual  accompany- 
ing disturbances,  without  the  aid  of  remedies.  The  third 
period  commenced  on  July  ist  and  lasted  five  and  a  half 
days.  During  the  periods  she  was  kept  at  rest  in  the  re- 
cumbent posture.  Fowler's  instrument  was  removed  and 
Hodge's  pessary  substituted,  to  prevent  posterior  descent. 
The  hot  water  vaginal  injections  were  assiduously  employed 
during  the  inter-menstrual  intervals. 

Time  and  space  preclude  the  recital  of  the  various  adju- 
vants, both  therapeutic  and  dietary,  which  were  employed 
to  rebuild  her  wasted  physique.  Suffice  it  to  say  they  were 
adapted  to  the  making  of  "  blood  and  fat,"  relieving  the  con- 
stipation, and  restoring  vigor  and  strength  to  her  constitu- 
tion. She  was  anxious  and  quite  willing  to  return  to  her 
home,  and  on  July  9,  several  days  after  the  cessation  of 
her  third  menstruation,  departed  for  her  home.  Later  ad- 
vices report  continued  improvement. 

I  apprehend,  and  so  informed  her,  that  the  case  was  not 
completed.  Amputation  of  the  cervix,  either  partial  or 
complete,  may  yet  have  to  be  performed,  or  flexure  of  the 
Dody  may  occur  and  add  its  distressing  disturbances  to  her 
protracted  sufferings. 
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REMARKS. 

Dr.  Barker,  from  the  Chair,  —  I  consider  Dr.  Busey's  paper  of 
great  interest,  and  know  it  will  be  perused  with  great  care  when  it 
appears  in  the  the  Transactions  of  the  Society. 

From  its  originality,  and  from  the  careful  and  philosophical 
study  of  the  symptoms,  it  strikes  me  that  no  one  could  feel  com- 
petent to  discuss  this  paper  until  they  had  time  to  study  it.  It 
has  been  the  custom  of  the  Society  to  pass  papers  of  so  technical 
a  character  that  they  could  not  be  discussed  profitably,  this  being 
considered  as  great  a  compliment  as  could  be  paid  to  the  author. 
Unless  there  be  some  one  present  who  has  studied  the  subject  of 
the  paper,  we  will  therefore  pass  to  the  reading  of  the  next. 


REMARKS   ON   GASTRO-ELYTROTOMY. 

BY    HENRY   J.    GARRIGUES,    M.    D., 

Brooklyn,  N.  Y. 

It  is  only  in  order  to  comply  with  the  repeated  and  ur- 
gent request  of  our  Secretary  that  I  venture  to  broach  the 
subject  of  gastro-elytrotomy  before  a  society  that  is  fortu- 
nate enough  to  count  among  its  Fellows  the  only  two  living 
men  who  have  performed  this  operation.  It  has  been 
deemed  desirable  to  have  the  question  brought  under  dis- 
cussion in  a  body  which,  to  a  certain  extent,  represents 
American  gynecology,  and  as  I  have  been  investigating  the 
subject  during  the  last  year,  I  have  been  asked  to  present 
it. 

In  order  to  be  able  to  judge  of  an  operation  that  has 
only  been  performed  so  rarely,  it  is  necessary  to  study  care- 
fully its  history.  This  alone  can  tell  us  why  it  was  not  long 
ago  included  among  obstetrical  operations,  and  give  us  a 
clue  to  the  recent  successes  as  compared  with  earlier  fail- 
ures. This  course  will  thus  contribute  very  materially  to 
solve  the  problem  of  its  merits.  As,  however,  I  hope  soon 
to  lay  before  the  profession  the  detailed  and  critical  history 
of  this  interesting  operation  which  is  very  little  known,^  I 
shall  here  restrict  myself  to  a  few  facts. 

As  early  as  1806,  the  German  obstetrician,  Joerg,^  pro- 
posed to  make  Cesarean  section  in  such  a  way  as  to  avoid 
the  incision  of  the  body  of  the  womb.     After  having  in- 

^  H.  J.  Garrigues  :  On  Gastro-Elytrotoviy.  D.  Appleton  and  Com 
pany,  549  and  551  Broadway,  New  York.     78  pp.,  3  wood-cuts. 

2  Joerg :  Versuche  und  Beitrdge  geburtshiiljlichen  Inhalts,  Leipzig, 
1806,  p.  263.  Ha7idbnch  der  Geburtshillfe,  1807,  §  384;  new  edition, 
1833,  §512. 
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cised  the  abdominal  wall  in  the  median  line,  he  advised  the 
incision  of  the  vagina,  and,  if  this  did  not  give  room  enough, 
the  OS  uteri,  and  the  extraction  of  the  child  through  this 
artificial  opening.  Joerg  never  tried  his  plan,  nor  does  his 
suggestion  appear  to  have  been  put  in  practice  by  anybody 
else. 

In  1820,  Ritgen,^  another  German  professor,  took  a  great 
step  forward  in  proposing  to  operate  without  opening  the 
peritoneum.  He  advised  that  an  incision  should  be  made 
through  the  skin  and  the  muscles  parallel  to,  and  barely 
an  inch  above,  Poupart's  ligament,  from  the  region  of  the 
crista  ilei  to  the  neighborhood  of  the  symphysis  pubis ; 
that  the  peritoneum  should  then  be  separated  from  the 
subjacent  parts  until  the  vaginal  wall  was  reached  ;  that 
the  vagina  should  next  be  raised  from  within  with  Fr^re 
Gome's  stylet-sound,  and  a  probe-pointed  bistoury  be  passed 
down  along  its  groove  towards  the  urethra ;  that  the  incision 
should  be  extended  towards  the  rectum,  leaving  two  or  three 
inches  of  vaginal  wall  hanging  from  the  right  half  of  the 
uterine  neck,  like  a  curtain,  and  finally  that  this  curtain 
should  be  incised  in  the  middle  with  scissors,  up  to  the 
edge  of  the  uterus.  The  operator  was  then  to  await  the 
passage  of  the  child  through  the  wound,  during  which  the 
womb  should  be  drawn  vigorously  upwards  and  towards  the 
left.  If  necessary  the  vaginal  portion  was  to  be  incised  on 
the  right  side,  in  order  to  facilitate  the  passage  of  the  child. 

In  the  following  year,  1821,  Ritgen  tried  his  plan  on  a 
living  woman,  who  had  quite  a  narrow  pelvis,  owing  to  os- 
teomalacia.^ He  made  the  incision  through  the  abdominal 
wall  on  the  right  side  as  described  above,  and  tied  the  epi- 
gastric artery,  which  had  been  cut.  The  sub-peritoneal  areo- 
lar tissue  was  easily  separated  with  the  fingers.  The  vagina 
was  raised  and  incised  on  the  handle  of  a  pelvimeter,  and 
the  opening  prolonged  forwards,  with  a  probe-pointed  bis- 

^  Ritgen  :  Die  Anzeigen  der  mechanischen  Hiilfen  bet  Entbindungen^ 
Giessen,  1820,  pp.  406,  407,  and  441-446. 

2  Heidelberger  klinische  Annalen,  vol.  i.,  Heidelberg,  1825,  p.  226, 
seq. 
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toury,  to  the  extent  of  one  and  one  half  inches,  nearly  up 
to  the  urethra.  So  far  everything  went  well.  The  bleed- 
ing from  the  severed  vaginal  vessels  was  slight,  and  soon 
stopped.  When,  however,  Ritgen  extended  the  incision  one 
and  one  half  inches  backwards,  a  stream  of  blood  filled  the 
wound,  while  another  found  its  way  through  the  vagina. 
The  hemorrhage  was  temporarily  checked  with  a  sponge 
soaked  in  cold  water,  but  the  contractions  of  the  womb  hav- 
ing entirely  ceased  in  spite  of  restoratives,  and  the  strength 
of  the  patient  sinking  fast,  Ritgen,  in  order  to  save  the 
child,  performed  Cesarean  section.  The  child  survived,  the 
mother  died  from  hemorrhage  caused  by  secondary  relaxa- 
tion of  the  uterus.  It  is  noteworthy  that  as  soon  as  the 
fetus  was  withdrawn,  and  the  womb  had  contracted,  the 
sponge  was  removed  from  the  vaginal  wound,  and  no  more 
blood  flowed  from  it. 

In  1823  Louis  Auguste  Baudelocque,  called  "the  nephew," 
in  order  to  distinguish  him  from  his  uncle,  Jean  Louis  Bau- 
delocque, the  celebrated  Parisian  professor  of  obstetrics, 
wrote  a  thesis  and  a  pamphlet  on  gastro-elytrotomy  without 
knowing  anything  about  his  predecessors  in  the  field,  and  in 
1844  another  pamphlet  on  the  same  subject  ^  containing  the 
report  of  two  cases  in  which  he  tried  the  operation.  In  the 
first  case  he  made  the  incision  on  the  left  side,  beginning 
one  and  three  quarter  inches  from  the  spine  of  the  pubes, 
and  ending  three  quarters  of  an  inch  in  front  of  and  a  little 
above  the  anterior  superior  spine  of  the  ilium.  Next,  he 
incised,  layer  after  layer,  the  external  oblique,  the  internal 
oblique,  and  the  transversalis  muscles.  During  this  incision 
an  "  endless  number  "  of  small  arteries  bled  and  were  tied. 
Having  slit  open  the  transversalis  fascia  with  a  probe-pointed 
bistoury  he  separated  the  peritoneum  from  the  iliac  muscle 

^  L.  A.  Baudelocque:  Nouveau  procede pour pratiqtier  V operation 
ce'sarienne,   Th6se  de  Paris,  1824. 

Nouveau  7/ioyen  pour  delivrer  les  /'e7}imes  contrefaites  a  Tcrme  et 
en    travail,  substitue  a  ^operation  appelee  charienne,  Paris,  1824. 

Operation  cdsarienne.  Elytrotomie  ou  section  du  vagitt,  prt'ce'dee, 
ou  non,  de  la  ligature  ou  de  la  compression  de  Partere  iliaque  interne, 
Paris,  1844. 
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with  his  left  forefinger  down  to  the  vagina,  exposing  the 
internal  iliac  artery  and  vein.  He  pressed  the  point  of  the 
bistoury  against  the  external  surface  of  the  vagina  five- 
eighths  of  an  inch  below  the  ureter,  i.  e.,  a  little  more  than 
an  inch  below  the  neck  of  the  womb.  This  simple  puncture 
caused  such  a  flow  of  blood,  that  instantly  the  iliac  fossa  was 
filled.  Baudelocque  says  that  the  loss  of  blood  was  not 
considerable  in  itself,  but  sufficient  to  weaken  his  patient, 
who  measured  only  one  meter,  i.  e.,  thirty-nine  inches,  in 
height.  He  therefore  performed  Cesarean  section.  She 
again  bled  profusely  during  the  incision  of  the  uterus,  and 
continued  bleeding  both  from  the  lips  of  the  uterine  wound 
and  from  the  vaginal  veins  until  she  died  from  the  loss  of 
blood.  He  adds  that  the  hemorrhage  during  the  first  oper- 
ation came  from  the  vaginal  veins,  and  that  he  ought  not  to 
have  been  so  alarmed  by  it,  but  to  have  compressed  the 
common  iliac  artery  with  a  finger,  and  gone  on  with  the 
operation. 

In  the  second  case,  he  operated  again  on  the  left  side  and 
in  the  same  way.  He  applied  about  thirty  ligatures  during 
the  incision  of  the  abdominal  wall.  The  separation  of  the 
peritoneum  was  very  easy.  While  attempting  to  ligate  the 
internal  iliac  artery  he  pricked  the  external  iliac,  and  was 
obliged  to  tie  the  common  iliac  artery.  He  raised  the  vaginal 
wall  with  his  fingers,  perforated  it,  and  extended  the  in- 
cision with  a  probe-pointed  bistoury  from  above  downwards, 
in  order  not  to  injure  the  ureter.  Then  he  turned  the  child, 
whose  head  presented,  and  extracted  it  through  the  wound. 
It  was  dead,  which  is  ascribed  to  an  attack  of  eclampsia 
sustained  by  the  mother  before  the  operation.  The  mother 
herself  died  seventy-four  hours  after  the  operation,  and 
the  autopsy  showed  slight  peritonitis,  but  it  is  not  unHkely 
that  the  eclampsia  and  the  ligature  of  the  common  iliac 
artery  contributed  to  the  fatal  result.  This  is  the  only  case 
of  gastro-elytrotomy  on  record  before  Dr.  Thomas'. 

In  a  letter,  dated  September  28,  1824,  Dr.  W.  E.  Horner  ^ 

^  William  P.  Dewees :  A   Compendious  System  of  Midwifery,  7th 
edition,  Philadelphia,  1835,  P-  598. 
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States  that  more  than  two  years  previous  to  that  time  Dr. 
Physick,  of  Philadelphia,  had  proposed  to  him  that  in  the 
Cesarean  operation  a  horizontal  section  of  the  parietes  of 
the  abdomen  be  made  just  above  the  pubes.  That  the  peri- 
toneum be  stripped  from  the  "  upper  fundus  "  of  the  bladder 
by  dissecting  through  the  connecting  cellular  substance, 
which  will  bring  the  operator  to  that  portion  of  the  cervix 
uteri  at  which  the  peritoneum  passes  over  to  the  bladder. 
The  incision  being  continued  through  this  portion  of  the 
uterus  the  fetus  is  extracted.  The  whole  of  this  manipula- 
tion he  thought  might  be  done  without  cutting  through  the 
peritoneum. 

Finally,  in  1837,  Sir  Charles  BelP  proposed  to  incise  the 
abdominal  wall  and  lift  the  peritoneum  as  in  Ritgen's  oper- 
ation ;  to  make  a  small  incision  in  the  vaginal  wall  or  the 
lowest  part  of  the  uterus,  introduce  a  finger  and  dilate 
slowly ;  to  rupture  the  membranes  and  permit  the  head  to 
advance  if  the  labor  pains  were  strong,  or  else  to  seize  the 
feet,  turn  and  deliver. 

Let  us  now  consider  what  practical  lessons  are  conveyed 
by  this  history.  The  hemorrhage  that  frustrated  Ritgen's 
attempt  was  evidently  due  to  the  branch  from  the  uterine 
artery  running  downwards  along  the  border  of  the  vagina. 
If,  instead  of  cutting,  he  had  torn  the  wall  of  the  vagina,  as 
Drs.  Thomas  and  Skene  did,  he  would  probably  have  been 
able  to  bring  his  operation  to  an  end.  But  Baudelocque's 
first  case  shows  that  even  the  first  puncture  of  the  vagina 
may  cause  a  hemorrhage  sufficient  to  weaken  the  patient  or 
the  operator.  This  warns  us  to  avoid  all  sharp  instruments 
in  opening  the  vagina.  If  the  surrounding  parts  are  pro- 
tected with  a  wet  compress,  it  must  be  possible  to  incise  the 
vagina  with  the  galvano-cautery ,  or  the  thermo-cautery,  or 
co7nmon  cautery  irons  broiight  to  red  heat  only. 

It  sounds  almost  incredible  that  Baudelocque  had  to  tie 
such  a  multitude  of  arteries  during  the  incision  in  the  ab- 
dominal wall.  Ritgen  tied  only  the  epigastric  artery,  and 
Drs.  Thomas  and  Skene,  whose  incisions  extended  less  to- 

1  Charles  Bell :  Institiites  of  Surgery^  London,  1837,  Am.  edition, 
Philadelphia,  1840,  p.  341. 
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ward  the  mesial  line,  oniy  forcibly  compressed  the  superfi- 
cial epigastric  {private  communication).  In  fact,  these  two 
arteries  are  the  only  ones  in  this  region  that  are  important 
enough  to  have  a  name,  and  if  even  a  few  muscular  branches 
should  spout  it  would  be  mere  waste  of  time  to  ligate  them  ; 
torsion  or  temporary  forcible  compression  would  be  all  that 
would  be  required. 

There  is  no  reason  for  meddling  with  the  large  iliac  ves- 
sels, as  Baudelocque  did.  Drs.  Thomas  and  Skene  neither 
saw  them  nor  felt  them  (private  communication). 

The  separation  of  the  peritoneum  has  proved  very  easy  in 
every  case.  The  different  plans  of  operation  were  more  or 
less  favorably  spoken  of  by  Kilian,^  Meygrier,^  Jacquemier,^ 
Horner,*  and  Blundell,^  but  the  unfavorable  judgments 
were  more  numerous  and  more  decided.  The  operation 
was  more  or  less  severely  criticised  by  a  reviewer  in  the 
"  Revue  medicale,"  ^  by  Velpeau,''  Paul  Dubois,^  Cazeaux,^ 
Moreau,^*^  Bedford,^^  Tarnier,^^  Stoltz^^  and  Naegele-Gren- 

^  Kilian  :  Operative  Geburtshiilfe,  2te  Aufl.,  Bonn,  1849,  vol,  ii.,  p. 
714. 

^  Meygrier:  Midwifery  Illustrated.  Translated  by  Doane,  New 
York,  1833. 

'  Jacquemier :  Traite  d^accouchemetits,  Paris,  1846,  vol.  ii.,  p.  503, 
seq. 

*  Dewees  :  Covipendinm,  p.  599. 

^  Blundell  :  Principles  and  Practice  of  Obstetricy,  Am.  edition, 
Washington,   1834,  p.  355. 

^  Revue  medicale  fran^aise  et  etrang^re,  Paris,  1834,  p.  155. 

'  Velpeau  :  Eleme)ita7y  Treatise  of  Midwifery,  translated  by  Meigs, 
Philadelphia,  1831,  p.  514. 

*  Dictionnaire  de  medecine  ou  Repertoire  giniral  des  sciences  md- 
dicales,  2d  edition,  Paris,  1834,  vol.  vii. 

3  Cazeaux;  Theoretical  and  Practical  Treatise  on  Midwifery,  5th 
Am.  edition,  Philadelphia,  1873,  p.  1038. 

1"  Moreau :   Traiti  d'acco7uhe7nents,  Paris,  1841,  vol.  ii.,  p.  356. 

"  Bedford  :  Prittciples  and  Practice  of  Obstetrics,  New  York,  1861, 
p.  640,  foot-note. 

^2  Lenoir,  Sde  and  Tarnier  :  Atlas  cojnpldnientaire  de  tous  les  traites 
d'accouchements,  Paris,  1865,  p.  276,  quoted  by  Masson,  De  la  Gastro- 
elytrotomie.     Th^se  pour  le  doctorat,  Argenteuil,  1878,  p.  29. 

^^  Notiveau  dictionnaire  de  midecine  et  de  chirurgie,  Paris,  1867, 
Fol.  vi.,  p.  697. 


2l8  REMARKS  ON  GASTRO-ELYTROTOMY. 

ser.^  Most  obstetric  works  do  not  even  mention  the  oper- 
ation. It  was  entirely  abandoned  and  almost  forgotten. 
No  practical  obstetrician  had  ever  thought  of  performing 
it  for  a  generation  when  Dr.  Thomas,  unacquainted  with  its 
existence,  invented  it  again  in  an  improved  form,  and  inau- 
gurated the  second  period  of  its  history  (1870). 

Dr.  Thomas'  method  is  precisely  the  same  as  Ritgen's, 
with  the  important  exception  that  he  tears  the  vagina  as  soon 
as  he  has  cut  enough  to  introduce  the  tip  of  his  forefingers. 
By  being  torn  the  arteries  of  the  vagina  are  much  less  likely 
to  bleed.  Spontaneous  ruptures  of  the  vagina  seldom  give 
rise  to  dangerous  hemorrhage.  Dr.  Thomas  was  followed 
by  Dr.  Skene.  This  part  of  the  history  is  so  new,  so  well 
known,  and  of  so  easy  access,^  that  I  omit  it  here. 

There  is  one  point  of  paramount  interest  in  which  the  two 
operators  do  not  agree,  namely,  the  direction  and  the  shape 
of  the  vaginal  rent.  I  have  repeatedly  discussed  this  ques- 
tion with  both  of  them,  and  am  permitted  to  publish  their 
statements.  Dr.  Thomas  made  the  incision  in  the  vagina 
just  large  enough  to  get  through,  and  then  tore  with  his  index 
fingers,  one  turned  towards  the  os  uteri,  the  other  towards 
the  descending  ramus  of  the  pubes.  He  aimed  at  making 
a  longitudinal  rent.  He  cannot  state  what  shape  it  took, 
but  he  feels  certain  that  it  becomes  stellate  by  the  passage 
of  the  child,  as  otherwise  he  does  not  think  that  it  could 
pass  through  the  opening.  He  tears  only  enough  to  insert 
the  tips  of  his  fingers  put  together  as  for  dilating  the  os. 
Whilst  the  hand  passes  the  fissure  tears  more,  and  finally, 
during  the  passage  of  the  child,  it  tears  still  more.     It  is 

^  Naegele's  Lehrbuch  der  Geburtshillfe,  yte  Aufl.,  bearbeitet  von 
Grenser,  Mainz,   1869,  p.   411. 

2  Thomas  :  "  Gastro-elytrotomy,  A  Substitute  for  the  Caesarean  Sec- 
tion," Am.  Jour.  Obst.,  vol.  iii.,  No.  i,  May,  1870.  Skene  :  "  His- 
tory of  a  Case  of  Gastro-elytrotomy,"  New  York  Med.  Journal,  1874, 
vol.  XX.,  p.  401,  seq.  "  Gastro-elytrotomy  Successfully  Performed," 
Ath.  Jour.  Obst.,  vol.  viii.,  February,  1876.  "A  Second  Successful 
Case  of  Gastro-elytrotomy,"  Ibid.,  1877,  vol.  x.,  p.  623,  seq.  Thomas  : 
"  Laparo-elytrotomy,  A  Substitute  for  the  Caesarean  Section,"  Ibid.^ 
vol.  xi.,  p.  240,  seq..,  April,  1878. 
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impossible  to  tell  what  direction  the  branches  of  the  rent 
will  take. 

Dr.  Skene  likewise  incised  only  enough  to  admit  the  ends 
of  both  fore-fingers,  and  applied  the  force  in  the  direction 
of  the  vaginal  axis,  but  he  affirms  positively  that  this  gave 
a  transverse  rent,  parallel  to  the  ilio-pectineal  line,  which  he 
extended  by  applying  his  fingers  in  the  same  way  in  differ- 
ent places,  nearer  to  the  symphysis  and  then  nearer  to  the 
sacrum.  He  saw  the  rent  distinctly  in  his  first  two  cases, 
but  not  in  the  third  on  account  of  the  deformity  of  the  pa- 
tient ;  it  was  ragged,  but  had  no  branches,  it  was  simple,  not 
stellate,  and  about  three  inches  long.  The  wall  tore  with 
facility.  On  account  of  the  elasticity  of  the  tissues,  the 
hand  entered  easily  through  this  opening  without  tearing  it 
more. 

Since  both  operators  applied  the  force  in  the  same  direc- 
tion, it  is  likely  that  the  result  was  the  same,  and  that  the 
chief  direction  of  the  rent  was  perpendicular  to  the  axis  of 
the  pelvis  or  parallel  to  the  brim.  As  the  strongest  mus- 
cular fibres  in  the  upper  half  of  the  vagina  run  in  an 
oblique  direction  downwards  and  inwards,  there  will  be 
less  opposition  in  this  direction.  I  have  myself  tried  on 
cadavers  to  make  a  small  incision  parallel  to  the  ureter, 
and  tear  in  the  indicated  direction.  The  rent  retained 
the  transverse  direction  of  the  incision.  When  I  made 
an  incision  in  the  direction  of  the  axis  of  the  vagina,  it 
tore  also  in  this  longitudinal  direction,  but  with  more  diffi- 
culty. It  must  be  borne  in  mind  that  the  anterior  wall  of 
the  vagina  being  shorter  than  the  posterior,  what  is  above 
called  transverse  is  properly  oblique.  Whether  the  rent 
becomes  stellate  or  not,  will,  to  a  great  extent,  depend  upon 
the  rapidity  with  which  the  fetus  emerges.  As  it  is  im- 
possible to  know  beforehand  in  what  direction  and  how  far 
the  branches  may  extend,  it  is  best  to  avoid  them  as  much 
as  possible. 

Intimately  connected  with  this  question  is  that  of  the 
possibility  of  operating  on  the  left  side.  Dr.  Skene  does 
not  think  it  feasible,  while  Dr.  Thomas  ^  expects  to  operate 
1  Am.  Jour.  Obst.,  April,  1878,  vol.  xi.,  p.  241;. 
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on  his  second  patient  another  time  in  the  same  way,  and 
then  of  course  on  the  other  side.  Baudelocque,  to  be  sure, 
operated  on  the  left  side,  but  as  he  used  the  knife  he  could, 
at  his  will,  give  the  incision  the  direction  by  which  he  gained 
most  space.  If  I  dare  form  an  opinion  from  experiments 
on  the  cadaver  of  non-pregnant  women,  I  feel  inclined  to 
think  that  the  first  incision,  if  made  in  the  right  direction, 
will  tear  in  the  same,  and  then  there  will  be  room  enough. 

The  fact  that  Dr.  Skene  has  been  so  successful  in  his  oper- 
ations, without  having  seen  the  experiments  and  the  oper- 
ation performed  by  Dr.  Thomas,  goes  far  to  induce  others 
similarly  situated  to  follow  his  example.  According  to  the 
unanimous  statement  of  all  who  have  tried  it,  it  is  not  even 
a  difficult  operation.  Ovariotomy,  an  operation  in  which 
the  unforeseen  plays  a  much  greater  part,  and  in  which 
personal  skill  has  so  great  an  influence  on  thg  result,  has 
been  successfully  performed  by  many  a  country  doctor. 
How  much  more  readily  may  then  gastro-elytrotomy  be 
undertaken  by  any  one  who  can  operate  at  all.  There  can- 
not be  any  serious  difficulty  encountered  in  making  the 
abdominal  section  and  lifting  the  peritoneum.  The  most 
delicate  point,  the  division  of  the  transversalis  fascia  with- 
out opening  the  peritoneum  is,  on  account  of  the  interposi- 
tion of  cellular  tissue,  and  often  even  of  fat,  not  so  difficult 
as  opening  a  hernial  sac  without  injuring  the  gut  that  lies 
close  up  to  it,  and  herniotomy  is  an  operation  performed 
throughout  the  world  by  men  who  do  not  claim  to  be  ex- 
ceptionally skillful  surgeons  The  incision  of  the  vagina 
may  be  made  comparatively  safe  by  using  some  kind  of 
actual  cautery.  If  the  rent  extends  into  the  bladder,  ex- 
perience has  shown  in  Dr.  Thomas's  second  and  Dr.  Skene's 
third  case,  that  the  fistula  may  heal  by  itself.  If  it  does 
not,  and  the  operator  does  not  feel  competent  to  close 
it,  this  part  may  be  later  performed  by  another.  In  order 
to  ascertain  immediately  after  the  operation  whether  a  fis- 
tula has  occurred  or  not,  I  should  advise  the  injection  of 
hikewann  milk  into  the  bladder,  which,  in  case  of  a  fistula, 
would  enter  the  vagina,  and  be  easily  recognized  by  its 
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color.  The  fissure  might  then  be  closed  immediately  by  a 
few  stitches. 

The  great  diversity  met  with  in  the  few  cases  hitherto 
operated  on  in  America  proves  that  the  operation,  with 
proper  modifications,  is  practicable  under  different  and  even 
most  trying  circumstances.  The  child  has  presented  by 
the  head,  by  the  breech,  by  the  arm  and  cord ;  there  has 
been  considerable  narrowness  of  the  pelvis,  and  an  anchy- 
losis of  the  hip  joints  ;  delivery  has  been  accomplished  by 
version,  extraction,  and  forceps. 

The  operation  has  been  tried  so  seldom  that  it  is  out  of 
the  question  to  form  an  idea  about  the  average  result  it  will 
give  when  oftener  performed,  but  in  order  to  know  if  it  be 
right  or  wrong  to  repeat  it,  we  must  among  other  things 
take  into  consideration  the  results  so  far  obtained.  In  the 
first  period  it  was  tried  three  times  and  performed  once. 
Twice  Cesarean  section  was  substituted,  both  mothers  and 
one  of  the  children  died.  In  the  only  operation  brought  to 
an  end  the  mother  died,  and  the  child  was  dead  before  the 
operation.  During  the  second  period  —  and  this  alone 
ought  to  influence  our  judgment,  since  the  method  of  op- 
erating has  been  improved  —  five  operations  have  been  per- 
formed, four  of  the  children  were  born  alive,  and  three  of 
the  mothers  are  still  living.  But  the  record  of  this  period 
is  still  much  better,  since  the  fifth  child  had  had  its  head 
perforated  before  the  operation,  and  since  both  mothers  lost 
were  in  a  dying  condition  when  the  operation  was  under- 
taken. Small  as  these  statistics  are  they  have  the  rare 
quality  of  being  complete,  whilst  those  of  other  large  op- 
erations are  more  or  less  fallacious.  This  applies  particu- 
larly to  Cesarean  section,  for  which  gastro-elytrotomy  is 
proposed  as  a  substitute.  The  most  recent  collection  of 
the  kind,  that  of  Mayer,  shows  in  1,605  women  a  mortality 
of  fifty-four  per  cent.  ;  the  same  figure  was  obtained  by  Mi- 
chaelis,  while  Kayser  even  found  sixty-two  per  cent.^  Dr. 
Robert  P.  Harris,  of  Philadelphia  ^  has  gathered  eighty-nine 

^  Spiegelberg:   Gehirtshiilfe,  Lahr,  1878,  p.  852. 
2  Anier.  Jo7ir.  of  Medical  Sciences,  April,  1878,  vol.  cl.,  pp.  336-342  ; 
•ind  July,  1878,  vol.  cli.,  pp.  69-76. 
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operations  performed  in  the  United  States,  Of  the  mothers 
more  than  fifty-seven  per  cent,  died,  and  of  the  children 
more  than  fifty-one  per  cent.  If  we  take  more  limited  lo- 
calities, in  which  it  is  easier  to  ascertain  the  results  of 
Cesarean  section,  the  record  is  yet  by  far  darker.  Joulin  ^ 
states  that  it  has  been  performed  sixty-seven  times  in  Paris 
since  the  sixteenth  century,  and  six  women  only  escaped 
from  death.  During  this  century  twenty-six  operations  were 
performed  without  a  single  success.  According  to  Spath,  ^ 
there  has  not  been  a  single  case  in  the  large  Lying-in  Hos- 
pital of  Vienna,  during  this  century,  in  which  the  mother 
survived.  Stadfeldt  ^  has  collected  the  cases  reported  in 
the  three  Scandinavian  countries  during  the  last  twenty- 
five  years.  Of  nineteen  women  only  one  was  saved.  Dr. 
Thomas  *  has  found  that  since  the  incorporation  of  Nieuw 
Amsterdam  in  1621,  only  once  have  both  mother  and  child 
survived  in  New  York. 

Even  if  we  take  the  crude  facts  of  the  six  only  operations 
of  gastro-elytrotomy  ever  performed,  and  even  make  no 
allowance  for  a  perforated  head,  we  have,  for  the  six  mothers, 
three  recoveries  and  three  deaths,  or  fifty  per  cent.  ;  for  the 
children,  four  born  alive,  two  dead,  or  thirty-three  per  cent. 
Even  these  entirely  unjust  figures  compare  favorably  with 
those  of  Cesarean  section.  Thus,  even  statistics  ought  to 
induce  obstetricians  to  give  gastro-elytrotomy  a  fair  trial, 
and  a  comparison  between  the  dangers  incident  to  either 
operation  leads  to  the  same  conclusion. 

The  first  step,  the  incision  through  the  abdominal  wall  to 
the  peritoneum,  is  identical  as  regards  danger  in  both  opera- 
tions. The  second  step  in  gastro-elytrotomy,  the  separation 
of  the  peritoneum,  is,  by  all  who  have  tried  it  at  the  end  of 

1  Joulin:    Traiti  complet  d'accouchemenis,  Paris,  1867,  p.  1092. 

2  Wiener  med.  Wochenschr.,  January  26,  1878. 

3  Stadfeldt :  Dei  mekaniske  Misforhold  under  Fodselen  (The  Me- 
chanical Disproportion  in  Child-birth),  Copenhagen  (Denmark),  1872,  p. 
156. 

*  Thomas:  "Comparison  of  the  Results  of  Cesarean  Section  and 
Laparo-Elytrotomy  in  New  York."  New  York  Medical  Journal^  May, 
1878. 
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pregnancy,^  declared  to  be  easily  accomplished.  I  have 
found  it  very  easy  on  the  cadaver  of  non-pregnant  women. 
The  third  step,  the  incision  of  the  vagina,  may  be  made 
almost  safe  by  using  the  cautery,  and  by  tearing  instead  of 
cutting.  In  the  last  six  of  the  eight  operations  there  has 
been  no  bleeding  from  the  vaginal  vessels,  although  the  cau- 
tery was  not  used.  The  vaginal  vessels  are  small,  and  may 
not  bleed  at  all  ;  should  they  do  so,  the  hemorrhage  might 
cease  after  delivery,  as  in  Ritgen's  case,  or  be  controlled 
by  ligature,  temporary  forcible  compression,  the  actual  cau- 
tery, the  tampon,  or  styptics.  In  Cesarean  section,  on  the 
contrary,  there  is  the  certainty  of  opening  the  large  venous 
sinuses  besides  the  possibility  of  encountering  the  placenta 
on  the  line  of  incision.  As  to  primary  hemorrhage,  then, 
the  danger  is  much  greater  in  Cesarean  section  than  in 
gastro-elytrotomy.  The  fourth  step,  the  extraction  of  the 
child,  has  proved  easy  in  all  cases  except  one  in  which  the 
patient  was  much  deformed  by  bilateral  hip  disease,  and 
even  then  the  difficulty  was  overcome.  In  Cesarean  sec- 
tion, this  step  is  sometimes  rendered  very  difficult  and  dan- 
gerous by  the  contraction  of  the  womb  around  the  neck  of 
the  child.  The  fifth  period  comprises  all  the  time  from 
delivery  to  recovery  or  death.  This  is  the  most  dangerous 
period  in  gastro-elytrotomy,  but  even  during  this  period  the 
dangers  are  less  than  those  attending  Cesarean  section. 
The  peritoneal  cavity  remaining  closed  the  patient  is  less 
likely  to  die  from  shock.  Incarceration  of  intestines,  which 
may  occur  in  Cesarean  section,  is  excluded  in  its  rival. 
Metritis  is  not  more  likely  to  supervene  in  gastro-elytrot- 
omy than  in  any  other  difficult  labor,  and  is  of  course  infi- 
nitely less  likely  to  occur  than  in  an  operation  by  which  a 
large  wound  is  made  through  the  walls  of  the  uterus.  Peri- 
tonitis may  indeed  occur,  as  in  fact  it  did  in  Baudelocque's 
case,  but  the  peritoneal  cavity  being  intact,  it  is  much  less 
likely  to  do  so  than  in  Cesarean  section,  in  which  the  peri- 

^  Lately,  Budin,  of  Paris,  tried  the  operation  on  the  cadaver,  and  found 
the  same  facility  as  Ritgen,  Baudelocque,  Thomas,  and  Skene.  Mas- 
son  :  De  la  gastro-ilytrotomie,  Th^se  de  Paris,  1878,  p.  49. 
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toneal  cavity  is  opened  to  a  ^arge  extent,  and  the  peritoneum 
itself  wounded  by  two  long  incisions.  A  necessary  sequel 
of  gastro-elytrotomy  is  cellulitis,  but  this  is  in  itself  not  so 
fatal  as  peritonitis.  Septicemia  is  a  danger  common  to 
both,  but  while  in  Cesarean  section,  besides  originating  in 
the  wounds,  it  may  be  due  to  the  decomposition  of  blood 
escaping  into  the  peritoneal  cavity  after  the  operation,  the 
latter  danger  does  not  exist  in  gastro-elytrotomy,  and  the 
whole  wound  is  accessible  to  thorough  disinfection.  Sec- 
ondary hemorrhage  may  occur  in  gastro-elytrotomy,  but 
would  probably  be  controllable  by  some  of  the  above-named 
hemostatics ;  in  Cesarean  section  it  sets  in  often  on  ac- 
count of  the  relaxation  of  the  uterus,  and  is  fatal. 

It  has  often  been  said  that  the  experience  gained  in  ova- 
riotomy would  render  the  results  of  Cesarean  section  bet- 
ter, but  the  prediction  has  yet  to  be  fulfilled.  Spath  ^  has 
performed  the  latter  four  times,  Spiegelberg  ^  five  times, 
without  a  single  success,  different  Scandinavian  operators, 
as  we  have  seen,  with  only  one  success  in  nineteen  cases. 
All  these  operations  were  undertaken  at  a  time  when  ova- 
riotomy was  becoming  constantly  more  successful,  and 
were  many  of  them  performed  by  the  very  men  who  ob- 
tained fair  results  in  ovariotomy. 

Gastro-elytrotomy  ought  also  to  be  tried  in  certain  cases 
instead  of  craniotomy.  Parry  ^  has  shown  that  even  in  the 
hands  of  the  most  skillful  operators,  craniotomy  gives  no 
better  results  than  Cesarean  section,  when  the  conjugate 
diameter  is  two  inches  and  one  half  or  less.  Of  seventy 
cases,  twenty-six,  or  374-  per  cent.,  were  fatal,  which  is  ex- 
actly the  percentage  found  by  Dr.  Harris  ^  in  cases  of  Ce- 
sarean section  performed  in  cities  and  important  towns,  in 
which  it  was  likely  to  be  performed  by  the  most  skillful 

^  Loc.  cit. 

"^  Spiegelberg,  loc.  cit.,  p.  853. 

*  Parry  :  "  The  Comparative  Merits  of  Craniotomy  and  the  Cesarean 
Section  in  Pelves  with  a  Conjugate  Diameter  of  Two  and  a  Half  Inches 
or  less,"  Am.  Jour.  Obst.,  vol.  v.,  p.  644. 

*  Af?ier.  Journ.  of  Med.  Sciences,  April,  1878,  p.  323. 
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operators.  Under  these  circumstances  it  would  therefore 
be  warrantable  to  try  gastro-elytrotomy  instead  of  crani- 
otomy, even  disregarding  the  children,  which  are  all  sacri- 
ficed in  the  latter  while  they  have  the  best  chance  of  all 
surviving  in  the  former. 

Bad  cases  of  embryotomy  likewise,  especially  those  in 
which  it  would  become  necessary  to  take  away  large  parts, 
such  as  the  liver  and  lungs,  will  probably  be  more  dangerous 
to  the  mother  than  gastro-elytrotomy,  apart  from  the  sac- 
rifice of  the  fetus.  Thus  the  operation  may  be  undertaken 
even  when  the  child  is  dead,  and  for  the  mother's  sole  bene- 
fit, as  in  Dr.  Skene's  first  case.  In  Dr.  Thomas's  second 
case  gastro-elytrotomy  was  preferred  because  the  alterna- 
tive was  a  difficult  embryotomy.  » 

Gastro-elytrotomy  is  not  to  supplant  any  of  the  acknowl- 
edged obstetric  operations  ;  the  question  is  only  if  it  ought 
not  to  be  admitted  among  regular  operations  and  in  what 
kind  of  cases  it  ought  to  be  tried.  There  will  always  be 
other  fields  from  which  it  is  excluded.  Thus  the  operation 
cannot  be  repeated  on  the  same  side.  When  the  head  is 
wedged  into  the  pelvis,  so  that  it  cannot  be  pushed  up,  the 
incision  of  the  vagina  is  rendered  impossible.  In  cases  of 
occlusion  or  narrowing  of  the  vagina,  of  obstruction  of  this 
organ  by  a  solid  tumor,  or  when  the  obstruction  takes  place 
in  the  uterus  itself,  the  operation  is  of  course  contra-indi- 
cated. 

You  will  have  noticed  that  throughout  this  paper  I  have 
used  the  word  gastro-elytrotomy  and  not  laparo-elytrotomy, 
which  Dr.  Thomas  has  substituted  for  it  in  his  last  publi- 
cation on  the  subject.  Gastro-elytrotomy  having  been  used 
by  Ritgen,  Baudelocque,  and  Dr.  Thomas  himself,  has  the 
historic  right  on  its  side,  and  I  do  not  see  that  there  is  any 
valid  objection  to  it  from  a  philological  standpoint,  rao-ri^p 
signifies  as  well  abdomen  as  stomach.  Gastrotomy  has  in- 
deed quite  another  signification  than  laparotomy,  but  as 
a  mistake  as  to  the  meaning  of  gastro-elytrotomy  is  im- 
possible, and  as  its  pendant  gastro-hysterotomy  is  in  much 

more  frequent  use  than  laparo-hysterotomy,  it  seems  to  me 
vol-  III.  IS 
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that  the  ongmai  name  under  which  the  operation  was  in- 
troduced in  science  ought  to  prevail.  But  never  mind  what 
it  is  called,  provided  it  be  performed.  America  has  given 
the  world  ovariotomy ;  let  us  all  help  our  celebrated  Fellow 
to  give  it  gastro-hysterotomy. 


DISCUSSION. 

Dr.  Barker.  —  I  think  all  will  admit  that  no  subject  can  be 
brought  before  the  Society  of  greater  importance  than  that  which 
is  the  subject  of  the  paper  to  which  we  have  just  listened,  because 
every  practitioner  may  be  called  upon  without  forewarning  to 
decide  whether  this  operation  is  to  be  performed  instead  of  Cesa- 
rean section  or  craniotomy. 

We  are  fortunate  enough  to  have  as  one  of  our  Fellows  one 
who  has  had  the  genius  to  recreate  this  operation  and  successfully 
to  perform  it.  I  therefore  take  great  pleasure  in  calling  upon  Dr. 
Thomas. 

Dr.  Thomas,  of  New  York.  —  In  connection  with  the  very  in- 
teresting paper  that  we  have  just  heard,  and  for  which  I  would 
most  cordially  thank  the  writer,  it  may  not  be  uninteresting  to  state 
the  method  by  which  I  arrived  at  the  performance  of  this  operation. 
By  slow  degrees,  and  after  a  great  deal  of  careful  consideration,  I 
decided  some  ten  years  ago  that  this  method  of  delivery  was  prac- 
ticable, ignorant  of  the  fact  that  any  one  had  preceded  me  in  this 
train  of  thought.  Had  I  read  such  cases  as  Ritgen's,  or  Baude- 
locque's,  I  should  probably  never  have  performed  the  operation. 
The  adage,  "  Where  ignorance  is  bliss,  it  is  folly  to  be  wise," 
proved  true  in  my  case.  Had  I  had  a  little  more  knowledge  I 
should  never  have  attempted  the  procedure. 

After  having  experimented  upon  the  cadaver  of  the  non-preg- 
nant woman,  I  was  afforded  an  opportunity  of  doing  so  upon  the 
body  of  a  woman  who  had  died  suddenly  at  the  full  term  of  preg- 
nancy, and,  as  I  returned  home,  I  called  upon  a  person  whom  we 
consider  in  New  York  as  an  encyclopedia  of  obstetric  knowledge, 
Dr.  Noeggerath,  and  related  to  him  what  I  had  done.  After  a 
moment's  reflection,  he  stated  that  he  was  sure  that  he  had  seen 
this  operation  described  somewhere,  but  could  not  recall  the  place 
where  he  had  read  it.     He  afterwards  gave  me  much  information 
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upon  the  subject ;  not,  however,  until  I  had  performed  my  oper- 
ation upon  the  living  woman. 

With  regard  to  Baudelocque's  case,  I  think  he  should  have 
avoided  injury  to  large  arteries.  There  could  have  been  no  neces- 
sity of  wounding  them.  Neither  I  nor  Dr.  Skene  had  any  hemor- 
rhage whatsoever.  I  saw  nothing  of  the  epigastric  artery.  Sup- 
pose, however,  hemorrhage  does  occur,  I  think  we  have  very 
efficient  means  of  checking  it.  If  arterial,  it  can  always  be  con- 
trolled by  a  ligature.  Let  us  suppose  it  is  from  small  veins,  then 
by  tamponing  the  vagina  thoroughly,  and  the  iliac  fossa,  with  car- 
bolized  cotton,  and  surrounding  the  body  with  a  bandage,  I  do  not 
think  that  the  hemorrhage  would  last  very  long.  The  tampon  was 
the  means  I  had  previously  prepared  for  hemorrhage,  but  did  not 
have  occasion  to  use  it. 

The  simple  question  in  regard  to  this  matter  is  this,  is  it  better 
for  the  woman  to  have  this  operation  performed,  or  that  of  Cesa- 
rean section  ?  We  know  that  Cesarean  section  is  one  of  the  most 
dangerous  operations  in  surgery.  I  will  not  go  farther  into  this 
subject,  but  will  merely  reiterate  that  the  operation  of  gastro- 
elytrotomy  has  been  performed  six  times.  One  of  my  cases  was 
in  reality  a  dead  woman,  from  whom  I  delivered  a  living  child.  In 
one  of  Dr.  Skene's  cases  the  child  was  dead  before  the  operation 
was  commenced.  That  woman  lived.  So  that  in  my  case  I  had 
all  the  success  that  it  was  possible  to  have,  and  in  Dr.  Skene's 
case  the  operation  was  as  successful  as  it  could  possibly  be.  In 
Dr.  Skene's  next  case  both  the  child  and  the  mother  lived. 

With  reference  to  my  second  case  I  will  speak  very  carefully, 
for  the  reason  that  the  eye  of  Dr.  Harris  is  upon  us.  It  is  claimed 
that  Cesarean  section  is  performed  upon  the  patient  when  she  is 
in  no  condition  for  an  operation.  This  has  also  been  the  case 
with  the  patients  upon  whom  the  operation  of  gastro-elytrotomy 
has  been  performed.  In  the  case  to  which  I  now  refer,  the 
woman,  after  she  had  entered  the  second  stage  of  labor,  was  put 
into  a  carriage  and  driven  from  Harlem  to  New  York  and  taken 
to  the  Asylum  for  Lying-in  Women. 

When  I  read  the  history  of  Dr.  Skene's  third  case,  in  which 
both  the  woman  and  child  were  saved,  it  reads  like  an  obstetric 
romance. 

My  third  case  was  operated  upon  under  very  bad  hygienic  in- 
fluences. When  I  had  decided  to  operate  upon  her,  after  having 
considered  her  unfavorable  surroundings,  a  professional  friend  of 
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mine  who  was  present  said  to  me,  "  Doctor,  if  your  wife  were  sit- 
uated exactly  as  this  woman  is  would  you  perform  the  operation 
you  have  decided  upon  ?  "  This  was  bringing  the  subject  before 
my  mind  in  a  more  serious  aspect  than  I  had  before  considered 
it.  After  a  moment's  meditation,  I  answered  thus,  "  Before  God,  I 
would  perform  gastro-elytrotomy."  I  only  made  a  cut  sufficient 
to  admit  my  fingers  and  then  tore  in  every  direction.  The  child 
was  safely  delivered.  The  woman  was  put  in  one  of  the  rooms  of 
the  Lying-in  Asylum.  She  had  a  number  of  violent  chills  which 
yielded  to  quinine.     Both  the  woman  and  the  child  recovered. 

With  reference  to  the  safety  of  the  operation  I  would  state  that 
in  New  York  within  the  past  two  hundred  and  fifty  years  there 
has  been  performed  only  one  successful  operation  of  Cesarean 
section,  that  is,  but  one  in  which  both  the  mother  and  child  were 
saved ;  while  gastro-elytrotomy  has  been  performed  six  times 
within  eight  years  with  three  successes.  This  is'  a  curious  fact, 
is  it  not?  It  may  be  only  a  coincidence.  You  may  ask  me  what 
I  think  of  it.  I  will  tell  you  that  the  evidence  so  far  is  strongly 
in  favor  of  gastro-elytrotomy,  and  that  no  argument  will  keep  down 
this  operation  if  it  really  have  merit.  This  has  been  proven  in  the 
case  of  ovariotomy.  I  think  the  operation  of  gastro-elytrotomy 
will  no  more  be  kept  down  by  this  means  than  the  course  of  a 
comet  would  be  stopped  by  an  ecclesiastical  bull.  With  reference 
to  fistulae  in  the  bladder  it  is  a  recognized  clinical  fact  that  they 
inevitably  close.  In  Dr.  Skene's  case  the  rent  in  the  bladder 
closed  readily.  In  my  case  the  rent  in  the  bladder  healed  with- 
out difficulty  within  three  weeks.  Once,  while  performing  the 
operation  of  ovariotomy,  I  tore  the  bladder  badly,  but  no  serious 
consequences  resulted. 

Is  cellulitis  likely  to  occur  in  this  operation  ?  Not  at  all,  if 
there  is  an  opening  into  which  antiseptic  injections  may  be  fre- 
quently thrown. 

Dr.  Byford,  of  Chicago.  —  This  is  the  first  time  that  I  have 
ever  been  present  when  the  subject  of  gastro-elytrotomy  has  been 
under  discussion.  Of  course  I  have  read  what  I  could  find  upon 
the  subject,  but  have  had  no  practical  experience  in  the  perform- 
ance of  the  operation.  I  have  had,  however,  some  experience  in 
gastro-hysterotomy.  I  have  always  performed  it,  in  connection 
with  ovariotomy,  for  the  delivery  of  a  child,  for  which  I  would  not 
have  initiated  the  operation.  Though  I  have  had  no  experience 
in  the  operation  recommended  by  Dr.  Thomas,  I  see  that  it  has 
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one  great  advantage  in  that  it  affords  a  free  outlet  to  the  blood  or 
serum.  In  gastro-hysterotomy  one  of  the  greatest  difficulties  is  to 
prevent  the  blood  from  getting  into  the  peritoneal  cavity  either 
during  the  operation  or  afterwards.  There  is  another  reason  why 
gastro-hysterotomy  is  at  a  disadvantage  when  compared  with  that 
of  gastro-elytrotomy.  It  is  that  the  opening  of  the  peritoneal  cav- 
ity in  a  pregnant  woman  is  one  of  the  very  greatest  dangers  on 
account  of  the  increased  vascularity  of  the  parts.  Previous  to  the 
present  discussion  I  had  considered  that  it  would  be  more  difficult 
to  separate  the  peritoneum  from  the  parts  over  which  it  is  spread. 
I  knew  the  vascularity  of  the  vaginal  walls  was  especially  great 
at  this  time,  but  the  manner  of  opening  the  vagina  is  one  which 
greatly  prevents  hemorrhage.  I  must  say  that,  after  having  heard 
the  discussion  to-day,  were  I  called  upon  to  decide  between  the 
two  operations,  I  should  take  that  of  gastro-elytrotomy. 

Dr.  Campbell,  of  Georgia.  —  It  seems  to  me  from  what  I  have 
heard  to-day  that  I  should  perform  the  operation  of  gastro-elytro- 
tomy in  preference  to  that  of  Cesarean  section.  I  must  say,  how- 
ever, that  I  do  not  see  the  particular  danger  of  getting  into  the 
peritoneum.  I  think  that  the  peritoneum  would  be  more  damaged 
in  tearing  it  up  from  the  surface  over  which  it  is  placed  than  by 
cutting  it. 

Dr.  Bozeman,  of  New  York.  —  I  rise  to  call  attention  to  one 
point  with  reference  to  this  operation  which  it  seems  to  me  has 
never  been  properly  brought  before  the  profession.  In  one  par- 
ticular I  think  the  author  of  the  paper  has  made  a  great  omission, 
namely,  with  regard  to  the  surgical  anatomy  of  the  parts  involved 
in  the  operation.  It  is  of  importance  both  in  its  surgical  arid 
obstetric  bearings.  The  relative  position  of  the  ureter  is  exceed- 
ingly important.  It  would  seem  from  the  position  of  this  duct 
quite  impossible  to  enter  the  vagina  without  injuring  the  ureter. 
I  think  in  three  of  the  five  cases  where  bladder  trouble  has  been 
spoken  of  that  it  was  in  consequence  of  an  accident  to  the  ureter. 
The  result  of  such  an  injury  must  necessarily  be  a  retro-vaginal 
fistula,  which,  as  we  all  know,  is  one  of  the  most  difficult  to  close. 
I  think  in  Dr.  Thomas'  first  case  it  was  a  great  mistake  not  to 
mention  whether  the  ureter  was  involved.  This  accident  I  regard 
as  one  of  the  greatest  dangers  of  the  operation,  and  it  should 
always  be  considered  by  one  who  is  choosing  between  it  and  Ces- 
arean section. 

Dr.  Garrigues,  closing  the  discussion.  —  Dr.  Thomas  has  said 
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that  cellulitis  need  not  occur,  and,  since  I  have  said  in  such  an 
emphatic  way  that  it  is  inevitable,  I  think  a  few  explanatory  words 
are  necessary.  I  believe  I  am  correct  in  saying  that  wherever 
you  have  pus  you  have  inflammation.  Now  when  the  peritoneum 
is  torn  from  the  iliac  fossa  of  course  we  must  have  suppuration; 
hence  the  existence  of  inflammation  of  the  connective  tissue. 

I  think  the  cautery  should  be  used  only  to  make  the  first  open- 
ing, and  that  then  the  tissues  should  be  torn. 

A  very  important  point  has  been  spoken  of  by  Dr.  Bozeman  in 
criticism  of  my  paper,  but  it  has  not  escaped  my  attention,  and  I 
have  made  several  operations  upon  the  cadaver  with  the  view  of 
determining  special  points  in  the  surgical  anatomy  of  these  parts. 
Since  the  question  has  come  up  I  will  state  that  the  reason  that  I 
left  out  the  anatomy  was  because  I  had  to  make  a  choice  of  what 
I  was  to  speak  of  here.  Remarkable  as  it  may  seem,  the  course 
of  the  ureter  has  never  been  well  described ;  in  no  single  work 
can  we  find  a  good  description  of  the  course  of  the  female  ureter. 
But  I  have  come  to  this  conclusion,  that  the  operation  of  gastro- 
elytrotomy  can  be  performed  without  injury  to  the  ureter  because 
the  opening  is  below  and  parallel  to  it.  I  think  as  soon  as  the 
operation  is  made  in  the  right  way  the  ureter  will  be  entirely 
avoided ;  and  when  I  say  the  right  way,  I  mean  that  the  first  incis- 
ion shall  be  made  almost  parallel  to  the  brim  of  the  pelvis  point- 
ing toward  the  upper  end  of  the  urethra.  By  so  doing  it  is  made 
parallel  to  the  os  uteri  and  also  to  the  ureter.  Now  wherever  you 
tear,  as  I  have  already  said,  the  direction  will  be  the  same  as  that 
of  the  first  incision,  and  I  have  also  stated  that  the  vagina  tears 
more  easily  in  a  direction  parallel  to  the  ureter. 

With  reference  to  hemorrhage  I  may  say  that  there  is  a  great 
difference  in  the  vascularity  of  the  various  parts  of  the  vagina. 
In  the  upper  and  lower  parts  of  the  vagina  the  blood  vessels  are 
very  abundant,  while  in  the  middle  portion  they  are  present  in 
comparatively  small  numbers. 
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SUPPLEMENT. 

BY   DR.   H.   J.  GARRIGUES. 

(Fig.  I.  Natural  size.) 

Fig.  I  represents  the  pelvis  of  Ritgen's  patient.  It  is  copied 
from  the  "Heidelberger  Klinische  Annalen,"  vol.  i.,  1825.  D 
C  E,  is  the  superior  strait ;  D,  the  region  of  the  right  sacro-iliac 
symphysis  ;  E,  the  region  of  the  left  sacro-iliac  symphysis  ;  C,  the 
symphysis  pubis  ;  H,  the  depression  of  the  right  pubic  bone ; 
FAG,  the  lower  border  of  the  last  lumbar  vertebra  ;  F  B  G,  the 
upper  border  of  the  same.  The  measures  in  American  inches 
are  :  A  C,  3^  inches ;  D  C,  4^^  inches  ;  E  C  4tV  inches  ;  diameter 
sacro-cotyloidea,  on  the  right  side,  2  inches,  on  the  left,  2yV  inches. 

The  ureter  does  not  lie  in  the  broad  ligaments,  it  does  not  keep 
the  same  direction  on  reaching  the  wall  of  the  bladder,  and  it 
does  not  lie  close  up  to  the  cervix,  all  of  which  is  taught  by  ana- 
tomical authorities.  After  having  crossed  the  iliac  vessels,  the 
ureters  diverge,  running  downward,  backward,  and  a  little  out- 
ward on  the  wall  of  the  pelvis,  behind  the  broad  ligaments,  to  a 
point  near  the  spina  ischii.  Then  they  bend  downward,  forward, 
and  considerably  inward,  so  as  to  converge  toward  the  bladder. 
They  pass  beneath  the  base  of  the  broad  ligaments,  lying  in  the 
abundant  cellular  tissue  found  in  this  locality.  They  cross  the 
cervix  at  some  distance  from  behind,  at  an  acute  angle,  so  as  to 
come  in  front  of  and  below  it.  They  lie  outside  and  above  the 
anterior  part  of  the  side  wall  of  the  vagina,  on  a  spot  as  large  as 
the  tip  of  the  finger.  On  reaching  the  wall  of  the  bladder  they 
turn  rather  sharply  inward  and  go  less  downward,  until  they  open 
with  a  small  slit  into  the  interior  of  the  bladder,  at  the  outer  an- 
gle of  the  trigomitn  vesicate.  But  on  dissecting  the  bladder  from 
the  uterus  and  the  vagina,  their  substance  is  seen  to  continue 
running  as  a  solid  ridge  between  the  two  apertures,  and  forming 
the  base  of  the  trigone  (Jurie's  interiireteric  ligament).  This  liga- 
ment thus  completes  the  curve  formed  by  both  ureters  together. 

(Fig.  2,  Natural  Size.) 

a,  ureter  ;  b,  uterus ;  c,  Fallopian  tube  ;  d,  ovary  ;  e,  round  liga- 
ment ;/,  broad  ligament ;  g,  connective  tissue  ;  /i,  bladder;  /,  vesi- 
cal opening  of  ureter ;  /,  vesical  opening  of  urethra ;  k,  urethra  ] 
/,  vagina ;  m,  incision  and  rent  in  gastro-elytrotomy. 
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This  figure  has  been  somewhat  theoretically  constructed,  that  is 
to  say,  I  have  made  the  diagram  by  projecting  on  paper  the  meas- 
ures actually  taken  on  the  body  of  a  woman  about  forty  years  of 
age  who  had  borne  children,  and  died  from  malarial  fever  and  heart 
disease.  The  abdominal  organs  were  healthy.  The  upper  and 
anterior  part  of  the  bladder  is  cut  away,  in  order  to  show  its  at- 
tachment to  the  vagina  and  the  neck  of  the  womb.  The  figure 
shows  the  angle  formed  by  the  ureters  on  entering  the  wall  of  the 
bladder.  It  shows  also  the  place  and  direction  of  the  line  of 
cauterization  and  tearing.  In  order  to  avoid  the  ureter  and  the 
bladder  it  should  be  made  at  least  nearly  an  inch  and  a  half  below 
the  uterus,  and  in  a  direction  parallel  to  the  ureter  and  to  the 
boundary  line  of  the  bladder,  which  may  be  ascertained  by  having 
an  assistant  hold  a  female  silver  catheter  in  the  bladder  in  the 
direction  of  the  ureter  as  indicated  on  the  diagram.  If  this  incis- 
ion appears  too  small  for  the  passage  of  the  child,  I  will  only 
state  that  on  the  cadavera  of  unimpregnated  women  I  could  make 
it  two  inches  long.  If  now  we  think  of  the  size  of  the  vagina  at 
the  close  of  the  first  period  of  labor,  when  in  fact  it  lies  almost  in 
contact  with  the  ilio-pectineal  line,  I  do  not  doubt  that  the  rent 
might  be  made  twice  that  length,  and,  the  tissues  being  highly 
elastic,  such  an  opening  would  stretch  enough  to  allow  the  child 
to  pass.  It  will  be  seen  by  the  measures  accompanying  Fig.  3 
that  there  is  ample  room  for  such  a  rent  between  the  urethra  and 
the  rectum,  along  the  brim  of  the  pelvis,  as  well  on  the  left  as  on 
the  right  side. 

A  very  clear  idea  of  the  place  of  the  incision  and  rent  in  the 
vagina  in  the  gravid  woman  may  be  gathered  by  comparing  this 
figure  with  the  thirteenth  plate  of  William  Hunter's  "  Anatomy  of 
the  Gravid  Uterus." 

In  this  case  I  found  the  following  distances:  from  the  ureter 
horizontally  to  the  horn  of  the  uterus  (the  starting-point  of  the  ova- 
rian ligament),  right,  |  inch  (1.9  centimeter)  ;  left,  x\  inch (2.9  cen- 
timeters);  from  the  ureter,  horizontally,  to  the  junction  of  the  body 
and  the  neck  of  the  womb,  right,  f  inch  (1.9  centimeter);  left,  f  inch 
(1.5  centimeter);  from  the  ureter  to  the  nearest  point  of  the  vaginal 
portion  on  either  side,  \  inch  (1.3  centimeter);  from  the  ureter 
where  it  enters  the  wall  of  the  bladder  to  the  vaginal  portion,  right, 
\  inch  (1.9  centimeter);  left,  ^  inch  (1.5  centimeter);  this  point  is  on 
a  level  with  the  os  uteri ;  from  the  opening  into  the  cavity  of  the 
bladder  to  the  vaginal  portion,  right,  \  inch  (1.3  centimeter),  left, 
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finch  (1.5  centimeter);  between  both  ureters  where  they  reach 

the  wall  of  the  bladder,  2  inches  (5.0  centimeters);  between  the 
two  openings  of  the  ureters  into  the  cavity  of  the  bladder,  i  inch 
(2.5  centimeters);  from  the  point  where  the  ureter  passes  under 
the  broad  ligament  to  the  point  where  it  enters  the  wall  of  the 
bladder,  i^  inch  (2.9  centimeters);  the  course  of  the  ureter  in  the 
wall  of  the  bladder,  -f^  inch  (1.4  centimeter);  from  the  opening  of 
the  ureter  into  the  cavity  of  the  bladder  to  the  centre  of  the  ante- 
rior lip  of  the  OS,  right,  f  inch  (1.9  centimeter),  left,  i  inch  (2.5 
centimeters);  the  openings  lie  below  the  level  and  considerably  in 
front  of  the  os  uteri ;  from  the  internal  opening  of  the  urethra  to 
the  OS  uteri,  i^  inch  (3.2  centimeters.) 

(Fig.  3,  Natural  size.) 

a,  ureter  ;  ^,  common  iliac  artery ;  c,  external  iliac  artery  ;  d,  in- 
ternal iliac  artery  ;  e,  uterus  (appendages  cut  ofi);/,  bladder  (dis- 
sected from  the  neck  of  the  womb  and  the  vagina  a  little  beyond 
the  base  of  the  trigoiium  vesicate^  and  drawn  downward  ;  g,  point 
corresponding  with  vesical  aperture  of  ureter  on  the  inside  of  the 
bladder ;  h,  vesical  aperture  of  urethra ;  /,  interureteric  ligament 
forming  the  base  of  the  trigonum  ;  j\  incision  in  bladder  ;  k,  vagina. 

This  figure  has  been  drawn  exactly  as  I  saw  the  organs  in  an- 
other woman,  fifty-seven  years  old,  with  an  atrophic  uterus,  but 
otherwise  healthy  pelvic  organs,  and  is  particularly  destined  to 
show  the  curve  formed  by  the  ureters  and  the  base  of  the  trigo- 
nujn  vesicale.  I  pushed  a  needle  through  the  vaginal  wall  at  the 
base  of  the  trigofium,  in  order  to  ascertain  its  distance  from  the 
vaginal  portion.  After  the  removal  of  the  uterus  and  the  vagina 
from  the  body,  the  needle  was  found  to  have  penetrated  immedi- 
ately below  the  os. 

The  measures  found  in  this  case  were  :  between  the  ureters 
where  they  cross  the  iliac  arteries,  2f  inches  (6.7  centimeters); 
where  they  bend  inward  at  the  bottom  of  the  pelvis,  3I  inches 
(8.5  centimeters)  ;  from  this  point  to  the  vesical  aperture  of  the 
urethra,  on  either  side,  2  inches  (5.0  centimeters);  from  the  same 
point  to  that  where  they  cross  the  iliac  vessels,  right,  2^  inches  (5.5 
centimeters),  left,  2\  inches  (6.5  centimeters);  the  trigonum  ves- 
icale, right  side,  i|  inch  (3.0  centimeters),  left,  i  inch  (2.5  cen- 
timeters), base,  i\  inch  (3.7  centimeters);  from  urethra  to  base,  i 
inch  (2.5  centimeters).  I  have  in  all  examined  the  ureter  in  four 
bodies,  and  found  this  lack  of  symmetry  in  the  trigonum  in  all  four 
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of  them,  the  left  ureter  opening  nearer  to  the  urethra  than  the 
right ;  but  that  the  left  ureter  in  this  case  is  more  distant  from  the 
cervix  than  the  right,  seems  to  be  an  exception  ;  the  length  of  the 
uterus,  2\  inches  (5.7  centimeters),  the  width  at  the  fundus,  i| 
inch  (4.9  centimeters),  at  the  level  of  the  os  internum,  i^V  i"ch 
(2.7  centimeters);  from  the  bladder  to  the  rectum,  along  the  wall 
of  the  pelvis,  left,  3!  inches  (9.5  centimeters),  right,  4  inches 
(lo.o  centimeters);  from  the  vesical  aperture  of  the  urethra  to  the 
rectum,  following  the  brim  of  the  pelvis,  right,  Z\  inches  (21.0 
centimeters),  left,  6  inches  (15.5  centimeters). 

Slight  discrepancies  in  the  above  measures,  when  several  are 
taken  from  one  point,  are  easily  accounted  for  by  the  softness, 
elasticity,  and  mobility  of  the  organs  measured.  The  measures 
are  all  taken  in  situ,  which  is  absolutely  necessary,  for  the  organs 
are  so  lax  that  when  examined  after  removal  from  the  body  all 
the  distances  appear  much  greater  than  in  the  body,  but  this 
shows,  on  the  other  hand,  that  in  operating  we  may  obtain  much 
more  room  than  shown  in  the  diagrams.  Thus  I  found  on  a  fresh 
specimen  that  I  had  removed  from  the  body  the  following  dis- 
tances;  from  the  ureter  to  the  horn  of  the  uterus,  2|  inches  (6 
centimeters)  ;  from  the  ureter  to  the  junction  of  the  body  and  the 
neck  of  the  womb,  if  inch  (4.5  centimeters) ;  from  the  ureter  to 
the  vaginal  portion,  i  inch  (2.5  centimeters);  from  the  point  where 
the  ureter  enters  the  wall  of  the  bladder  to  the  vaginal  portion, 
I  inch  (2.0  centimeters)  ;  from  the  vesical  aperture  of  the  ureter 
to  the  vaginal  portion,  \\  inch  (4.0  centimeters);  between  the 
ureters,  on  a  level  with  the  external  os,  2|  inches  (7.0  centimeters), 
on  reaching  the  bladder,  2|  inches  (6.0  centimeters),  on  opening 
into  the  cavity,  x\  inch  (3.8  centimeters)  ;  the  length  of  the  ureter 
in  contact  with  the  vagina  before  reaching  the  bladder,  f  inch  (2.0 
centimeters) ;  the  length  of  its  course  in  the  vesical  wall,  right, 
i^  inch  (3.0  centimeters),  left,  i  inch  (2.5  centimeters). 

A  detailed  description  of  the  surgical  anatomy,  and  of  the  modus 
operandi  is  found  in  my  articles  in  the  "  New  York  Medical  Jour- 
nal," October  and  November,  1878,  and  in  the  monograph '' On 
Gastro-elytrotomy  "  published  by  Appleton  &  Co.,  549-551  Broad- 
way, New  York. 


THE  PENDULUM  LEVERAGE  OF  THE  OBSTET- 
RIC FORCEPS. 

BY  ALBERT  H.   SMITH,   M.   D., 
Philadelphia. 

An  essential  condition  of  the  direction  of  traction  with 
the  obstetric  forceps  upon  which  I  would  insist,  for  the 
greater  safety  of  the  mother  and  child,  especially  for  the 
integrity  of  tissues  of  the  former,  and  prompt  relief  of  the 
latter,  is  that  it  shall  be  made  steadily  in  the  median  line, 
with  no  lateral  or  pejidnlimi  motion.  There  is  no  rule  of 
practice  in  reference  to  forceps  delivery  upon  which  I  have 
more  strenuously  insisted  to  my  medical  classes  for  four- 
teen years,  from  the  beginning  of  my  function  as  a  precep- 
tor, than  this.  Founding  my  instructions  upon  what  have 
always  been  to  me  clear  and  self-evident  truths,  theoretically, 
and  having  the  most  satisfactory  confirmation  of  them  in 
their  practical  working,  I  have  been,  perhaps,  doubly  ear- 
nest in  maintaining  them  because  the  great  majority  of 
modern  teachers  are  against  them.  To  me  the  position 
that  I  have  held  in  regard  to  this  rule  of  practice  has 
seemed  so  thoroughly  indisputable  and,  beyond  question, 
without  an  assailable  point,  that  it  has  been  a  marvel  to  me 
that  teachers  should  so  persistently  hold  to  the  contrary. 
As  I  look  upon  it,  the  leverage  power  of  the  forceps,  ordina- 
rily ascribed  to  the  pendulum,  or  side  to  side,  movement  of 
the  handles,  and  still  more  to  the  rotatory  method,  is  a  most 
dangerous  delusion.  I  believe  that  as  a  power  aiding  the 
traction  effort  of  the  forceps  it  has  no  reaUty  in  fact,  but 
that  in  its  aptness  for  injuring  the  tissues  of  the  mother 
and  child  its  influence  is  most  mischievous.     In  placing 
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myself  in  antagonism  with  the  highest  authorities  upon 
operative  obstetrics,  —  all  the  British,  except  Dr.  Matthews 
Duncan,  and  all  Americans,  so  far  as  I  am  able  to  discover, 
—  as  to  a  sweeping  condemnation  of  lateral  movements,  I 
ought,  of  course,  to  feel  very  confident  of  my  position,  at 
any  rate,  to  hold  it  as  a  matter  of  conscientious  belief. 
There  have  been,  among  British,  American,  French,  and 
German  writers,  all  grades  of  opinion  as  to  the  degree  of 
pendulum  motion  to  be  used,  from  the  extreme  views  held 
by  Barnes,  Bedford,  and  Galabin,  urging  the  necessity  and 
immense  advantage  in  all  difficult  cases,  to  the  exclusively 
prohibitory  teaching  of  Duncan  and  the  Vienna  school ;  and 
it  may  be  instructive  briefly  to  refer  to  the  expressions 
upon  this  point  among  the  leading  teachers  who  have  made 
it  a  subject  of  reference. 

Some  authoritative  writers,  such  as  Cazeaux,  Tarnier, 
Siebold,  and  Scanzoni,  have  made  no  reference  at  all  to  this 
point  in  the  method  of  traction  ;  in  small  epitomized  works 
on  midwifery  the  omission  might  be  looked  upon  as  show- 
ing an  adhesion  to  the  ordinary  practice,  but  in  large  works, 
such  as  those  of  the  authors  mentioned,  when  minute  de- 
tails are  given  of  the  whole  procedure  with  careful  direc- 
tions for  traction,  silence  must  certainly  be  presumed  to 
be  condemnatory.  Let  us  pass  in  review  those  who  have 
spoken,  arranging  them  somewhat  in  reference  to  the  posi- 
tiveness  of  their  opinions. 

Smellie  seems  to  have  been  the  progenitor  of  this  tra- 
ditional method,  in  advising  traction  to  be  made  always 
from  ear  to  ear,  pulling  the  head  along  from  side  to  side. 

Bedford,^  of  writers  in  the  English  language,  is  most 
emphatic  in  his  teaching  of  this  method  of  traction,  direct- 
ing in  his  general  rules  that  the  traction  effort  should  al- 
ways be  made  two  thirds  lateral  and  one  tJiird  direct  or  ex- 
tractive. This  he  repeats  again  definitely  in  the  special 
rules  given. 

Fritsch,^   standing   alone   among   authoritative   German 

^  Principles  and  Practice  of  Obstetrics,  New  York,  pp.  589,  592. 
*  Klinik  der  alltdglichen  geburtskiiljlichen  Operationen,  Halle,  1876 
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writers,  advises  either  direct  traction  (which  he  considers 
very  difficult  for  inexperienced  operators),  ox  preferably  ro- 
tatory movements  which  are  less  dangerous,  which  tend  to 
separate  the  combined  mass  of  cranium  and  swollen  vagi- 
nal tissues,  and  in  cases  of  difficult  diagnosis  of  position  to 
solve  the  difficulty  as  to  direction  of  traction  by  showing 
ultimately  in  what  direction  of  the  application  of  force  the 
head  moves  most  readily,  and  thus  facilitating  the  labor  by 
gradually  bringing  the  greater  amount  of  traction  force 
into  this  direction.  He  makes  no  mention  of  any  simple 
lateral  effort,  but  speaks  with  great  positiveness  of  the 
benefit  of  rotatory  movements  ;  he  does  not  intimate  any 
dangerous  effects  possible  to  the  tissues,  but  simply  refers 
to  the  annoyance  of  the  blades  moving  between  the  head 
and  the  pelvic  walls,  if  the  movements  are  too  rapid. 

Barnes  ^  advocates  leverage  from  side  to  side  with  gen- 
tle traction  ;  says  that  in  many  cases  this  gentle  double 
leverage  is  enough  to  effect  delivery ;  that  traction  is  hardly 
called  for  at  all ;  that  pur-e  traction  is  impossible  ;  and  that 
the  leverage  is  economical  of  force,  and  gives  greater  safety 
to  the  mother. 

Simpson  ^  advocates  side  to  side  movement. 

Meadows  ^  advises  a  side  to  side,  and  an  up  and  down 
movement,  enabling  the  operator  to  act  as  with  a  double 
lever,  dislodging  the  head  when  fixed  in  one  position  (what- 
ever that  may  mean)  by  a  side  movement. 

Beatty*  also  proposes  to  "loosen  up  "  the  head  by  sway- 
ing the  forceps  handles  backward  and  forward,  as  though  the 
head  were  adherent  to  the  pelvic  walls  ;  and  again  intimates 
that  by  destroying  these  adhesions  nature  may  be  allowed 
to  finish  the  expulsion  ;  he  speaks  of  dislodging  from  its 
position  a  head  which  had  descended  almost  to  the  peri- 
Heum,  as  though  it  had  purposely  taken  refuge  behind  some 
protecting  abutment  of  pelvic  outgrowth. 

^  Lectures  on  Obstetric  Operations,  London,  1870,  p.  37. 

2  Selected  Obstetrical  IVorks,  Edinburgh,  1871,  p.  36. 

'  Manual  of  Midwifery,  p.  224. 

*  Contributions  to  Med.  arid  Mid.,  Dublin,  1866,  pp.  49,  102,  112. 
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Milne  ^  moves  the  handle  in  a  "  circular  "  direction,  not 
either  vertically  or  laterally. 

Maunsell  ^  moves  the  instrument  slowly  from  pubes  to 
perineum,  and  backward  when  high  up ;  at  the  inferior 
strait,  laterally.  The  alternate  motion  to  be  attended  with 
slight  extraction  force 

Gooch  ^  says  if  the  traction  is  only  lateral  the  head  will 
not  advance  ;  if  only  direct,  the  blades  will  slip  off ;  there- 
fore he  advises  the  effort  to  be  one  third  lateral,  two  thirds 
direct. 

Leishman  ^  says  the  swaying  motion  enables  the  opera- 
tor to  deliver  with  more  safety  than  the  vectis,  which  has 
its  fulcrum  on  the  soft  tissues  of  the  mother. 

Ramsbotham,^  without  qualification,  advocates  the  slow 
waving  pendulum-like  sweep  from  handle  to  handle,  and 
insists  upon  a  continuance  of  it  until  the  head  is  born. 

Chailly-Honor^  ^  advocates  lateral  and  antero-posterior 
leverage,  without  reserve. 

Hodge  "^  thinks  lateral  motion  gives  great  efficiency  to  the 
forceps  effort,  the  longer  the  instrument  the  greater  being 
the  leverage,  and  on  this  account  he  considers  the  length  of 
the  French  forceps  a  great  advantage. 

Meigs  ^  advises  the  swaying  from  side  to  side  of  the 
handles. 

A.  W.  Edis,^  of  London,  in  a  recent  article  in  the  Ob- 
stetrical Society's  Transactions,  almost  invariably  resorts 
to  the  lever  pendulum  movement,  and  has  nothing  to  say  as 
to  any  reserve  in  its  full  operation,  and  quotes  McClintock 
and  others  in  confirmation  of  his  views. 

^  Principles  and  Practice  of  Midwifery,  1871,  p.  259. 
2  Dublin  Pract.  of  Medicine.,  1845,  p.  161. 
8  Compendiian  of  Midwifery^  1832,  p.  192, 
^  System  of  Midwifery.,  Glasgow,  1873,  P-  529- 

^  Principles  and  Practice  of  Obstetric  Medicine  and  Surgery,  Am. 
Edition,  1855,  P-  268. 

^  Traiti  pratique  de  fart  des  accouchetnents.,  1847,  p.  606. 
■^  Principles  and  Practice  of  Obstetrics,  1864,  p.  254. 
"  Obstetrics,  the  Science  and  the  Art,  p.  528. 
8  London  Obstet.  Trans.,  vol.  xix.,  p.  81. 
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Galabin  ^  stands  forth  as  the  champion  of  the  pendulum 
movement,  going  into  an  extensive  demonstration  of  the 
mechanism  of  its  operation,  and  a  defense  of  its  scientific 
character  upon  mathematical  grounds. 

E.  J.  Hicks  ^  also  attempts  a  special  pleading  in  reply  to 
Duncan's  paper  in  opposition,  repeating  Fritsch's  claim  of 
the  tentative  value  of  the  leverage,  in  determining  the  right 
direction  of  traction. 

Professor  Robertson,^  of  Charleston,  regards  leverage  as 
one  of  the  most  important  mechanical  forces  secured  by 
the  forceps. 

These  are  some  of  the  principal  advocates  of  the  use  of 
the  pendulum  or  rotatory  movement  unreservedly  ;  we  now 
have  another  class,  who,  while  conceding  that  the  move- 
ments in  question  may  sometimes  be  permissible,  instinc- 
tively shrink  from  their  unrestricted  use,  and  caution  against 
the  dangers  which  attend  upon  them. 

Naegele  and  Grenser  *  teach  that  the  head  is  to  be  moved 
by  traction,  exercised  on  the  forceps,  imparting  at  the  same 
time  alternating  movements  from  one  side  to  the  other,  or 
making  them  describe  little  circles  of  rotation  ;  but  they 
add  "  the  less  the  circles  of  rotation,  and  the  more  limited 
the  lateral  movements,  the  less  are  the  genital  soft  parts  ex- 
posed to  injury;"  which,  carried  to  its  legitimate  conclu- 
sion, might  be  claimed  as  strongly  condemnatory,  although 
probably  not  so  intended.  Stoltz  and  Aubenas  of  Strasbourg 
inaorse  Naegele  ;  stating,  also,  that  the  majority  of  French 
authorities  speak  of  rotatory  movements  only  to  condemn 
them. 

Schroeder^  considers  that  in  difficult  cases  the  efficacy  of 
traction  may  be  increased  by  lateral  oscillations,  and  even 
permits  rotatory  movements,  but   clearly  insists   upon  the 

^  Obstet.  Jour.  Great  Brit,  and  Jr.,  Nov.  1876. 

2  Obstet.  Jour.  Great  Brit,  and  Ir.,  May,  1876. 

'  Am.  Jotir.  Obstet.,  New  York,  vol.  v.,  p.  301. 

*  Traite  praiiqiie  de  Part  des  accoucJieincnts,  Paris,  1869,  p.  2S3. 

^  Manual  of  Midwifery,  Carter's  translation,  p.  173. 
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danger  to  the  maternal  tissues,  and  finally,  toward  the  close 
of  his  chapter  on  the  forceps,  states  that  steady  and  con- 
tinued traction  in  the  same  line  is  most  effectual. 

Dewees  ^  fully  advocates  leverage  by  lateral  movement, 
when  the  head  is  low  down,  but  says  it  is  not  safe  when  the 
head  is  high  up ;  the  danger  being  great  of  making  fulcra  of 
the  mother's  tissues. 

Elliott,^  while  conceding  that  it  maybe  admissible  in  some 
cases,  warns  his  readers  against  the  dangers  of  a  side  to 
side  movement,  involved  in  the  risk  of  making  a  fulcrum  of 
the  descending  rami,  and  of  causing  vaginal  lacerations, 
which  he  considers  more  likely  to  result  in  this  way  from 
forceps  delivery  than  do  perineal  ruptures.  He  cites  a  case 
of  laceration  of  both  sides  of  the  vagina  caused  by  too  great 
leverage  motion. 

Davis  (D.  D.)  ^  advises  lateral  movements,  if  used  at  all, 
to  be  applied  with  great  caution,  as  they  make  the  lateral 
parts  of  the  pelvis  by  turns  points  of  abutment  or  fulcra  to 
the  corresponding  parts  of  the  forceps. 

Playfair*  cautiously  states  that  while  leverage  action  may 
occasionally  be  of  value,  it  must  always  be  subservient  to 
traction. 

Dunster,^  while  he  does  not  exclude  oscillating  move- 
ments altogether  from  the  forceps  operation,  does  clearly 
attribute  the  lacerations  and  plowing  up  of  the  vaginal 
walls  to  "forgetting  the  line  of  traction,"  and  using  an  in- 
excusable amount  of  leverage. 

Engelmann,^  in  his  valuable  monogram  on  the  forceps, 
says,  "  an  oscillating  motion  antero-posteriorly  should  not 
be  resorted  to  ;  laterally  a  slight  swaying  is  often  very  effec- 
tive, but  it  must  be  done  with  great  care."  That  his  toler- 
ance of  it  at  all  is  more  from  homage  to  traditional  author- 

^  Compendious  System  of  Midwifery,  1838,  p.  232. 

^2  Obstetric  Clinic,  p.  307. 

8  Obstetric  Medicine,  1836,  p.  11 20. 

*  System  of  Midwifery,  1876,  p.  429. 

'  The  Use  of  the  Obstetric  Forceps,  1 877,  p.  30. 

•  The  Obstetric  Forceps,  1878,  p.  9. 
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ity  than  from  conviction,  is  clear  when  he  concludes  "  the 
less  of  it  the  better  for  the  maternal  parts." 

Clarke/  of  Oswego,  says  that  while  leverage  oscillations 
are  not  in  imitation  of  nature,  they  may  be  used  tentatively 
now  and  then. 

We  have  then  a  few  authorities  repudiating  lateral  trac- 
tion altogether. 

Foremost  among  these,  in  the  present  day,  stands  Dr. 
Matthews  Duncan,^  whose  forcible  attack  upon  this  move- 
ment caused  no  little  surprise  to  those  who  had  been  blindly 
following  the  unquestioned  authority  of  past  dictation. 

Carl  Braun  ^  says  the  pendulum-like  movement,  consisting 
in  moving  the  handles  from  one  thigh  to  the  other,  should 
not  be  made,  because  the  physiological  passage  of  the  head 
through  the  pelvic  canal  suggests  nothing  similar,  and  be- 
cause an  operation  favorable  for  the  mother  can  always  be 
completed  without  employing  these  movements. 

Gustav  Braun  *  dismisses  the  subject  emphatically,  say- 
ing that  "  the  action  of  the  forceps  as  a  lever  is  a  delusion; 
and  the  brilliant  results  reported  in  extraction  by  leverage 
movements  have  not  been  verified." 

Litzmann,^  of  Kiel,  says  "  You  will  do  best  to  avoid  the 
pendulum  and  rotatory  movements  formerly  recommended." 

In  this  country  the  only  systematic  and  uniform  teaching 
condemnatory  of  this  leverage  movement,  and  insisting 
upon  a  direct  traction  in  the  median  line,  so  far  as  I  know, 
has  been  in  the  Obstetric  School  of  the  Philadelphia  Lying- 
in  Charity.  The  founder  and  first  teacher  in  that  institu- 
tion. Dr.  Warrington,  while  he  makes  little  reference  to 
the  subject  in  his  "  Obstetric  Catechism,"  conscientiously 
taught  his  classes  to  avoid  lateral  movement,  as  I  myself, 
having  received  my  first  instruction  in  his  lecture-room,  can 

^  Transactions  of  N.  Y.Med.  Soc,  1870. 

2  Proceedings  of  Obstet.  Sac.  Edinburgh,  Jan.  12,  1876. 

8  Lehrbuch  der  Geburtshiilfe,  Wien,  1857,  p.  841. 

*  Co7npendiu7n  dor  Operationen  Gyndkologic  und  Geburtshiilf. 

*  Ueber  die  Behandlung  der  Geburt  bei  engem  Becken.  Volkmann's 
Vortrage,  No.  20,  187 1. 
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assert  from  personal  knowledge ;  his  immediate  successor, 
Dr.  Ellwood  Wilson,  followed  his  teaching  upon  this  point 
scrupulously  and  impressively  ;  and  for  fourteen  years  of 
service  as  lecturers  in  the  school,  my  colleague.  Dr.  Allen, 
and  myself  have  continued  the  inculcation  of  the  same 
views,  and  I  have  tried  to  impress  upon  my  classes  the 
dangerous  influence  and  utterly  unscientific  character  of 
this  method. 

We  have  now  considered  the  various  grades  of  opinion  as 
to  the  propriety  of  this  mode  of  making  traction.  We  shall 
find  that  among  those  who  advocate  it  there  is  even  a 
greater  variety  of  theories  as  to  how  it  acts,  or  rather  the 
method  by  which  the  changes  in  the  relation  of  the  head  to 
the  pelvis  in  its  advancement  are  produced.  Some  main- 
tain that  each  blade  of  the  forceps  is  a  separate  lever  of 
the  first  class,  even  after  the  head  is  grasped,  each  acting 
in  imitation  of  the  vectis  ;  some  that  the  forceps  is  a  double 
lever  of  the  first  class  ;  some,  that  the  forceps  and  the  head 
in  its  grasp  forms  one  continuous  lever ;  and  of  these,  again, 
there  are  contentious  factions,  some  maintaining  that  it  is 
a  lever  of  the  second  class,  the  fulcrum  being  at  the  end  of 
the  blade,  the  power  at  the  handles,  and  the  weight  between 
the  two ;  and  others  that  it  is  an  angular  lever  of  the  first 
class.  Some  (following  Leishman)  maintain  that  the  com- 
pressing power  of  the  handles  as  a  double  lever  with  the 
fulcrum  at  the .  lock  is  the  efficient  factor  in  the  leverage 
delivery ;  while  others  (with  Galabin)  take  just  the  opposite 
ground,  that  this  com.pression  instead  of  aiding  delivery 
rather  retards  it,  by  causing  a  compensating  projection  of 
the  diameter  perpendicular  to  the  one  grasped,  and  that  so 
far  as  this  special  leverage  is  concerned  we  would  be  better 
without  it.  Then  Dr.  Hamilton,  of  Falkirk,^  introduces  a 
new  principle  of  leverage,  which  he  does  not  make  clear  to 
my  comprehension,  which  he  calls  metaphorically  "  going 
round  the  tree,"  which  requires  his  solid  blade  straight  for 
ceps  applied  sacro-pubically,  in  order  to  be  effectual.  Then, 
again,  an  enthusiastic  M.  D.,  who  so  longs  to  show  his  admi 

1  British  and  Foreign  Med.-Chir.  Review,  Jan.,  1872. 
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ration  for  the  pendulum  motion  that  he  proposes,  in  the  last 
volume  of  the  Transactions  of  the  London  Obstetrical  So- 
ciety, to  apply  his  forceps  to  the  breech  and  seesaw  it  out 
of  the  pelvis,  finds  this  marvelous  principle  of  leverage  to 
reside  in  both  branches  as  double  levers  of  the  second  class, 
the  fulcrum  being  something  which  he  is  pleased  to  call  the 
"  grip,"  and  which,  he  says,  "  though  produced  by  an  unseen 
agent,  is  quite  as  effective  as  a  material  and  visible  tie."  I 
should  not  waste  time  in  referring  to  this  last  article,  if  it 
did  not  give  me  an  opportunity  to  enter  my  protest  against 
burdening  the  literature  of  obstetrics  with  such  trash  as 
this  I  have  just  quoted,  more  offensive  than  much  of  the 
same  sort  that  we  meet  with  in  the  records  and  discussions 
of  our  specialty,  because  it  comes  out  under  the  sanction 
of  a  society  of  teachers  and  experts  which  we  have  learned 
to  regard  as  the  highest  authority  in  the  medical  world. 
But,  to  return  to  our  subject,  we  see  that  there  is  very  far 
from  unanimity  as  to  how  so  important  a  power  is  utilized ; 
that  so  far  it  has  not  been  settled  on  what  principle  this 
force,  so  effectual,  so  indispensable,  nay,  by  some  considered 
all-sufficient  in  the  delivery  of  the  head,  produces  its  mar- 
velous results.  Is  not  this  fact  an  entering  wedge  by  which 
we  shall  come  presently  to  divide  and  cut  away  absolutely 
this  pendulum-lever  power  from  any  participation  in  the  real 
forward  movement  of  the  head .''  But  then,  again,  we  have 
various  reasons  assigned  why  this  method  of  extraction 
should  be  applied ;  most  of  the  authorities  regard  it  as  sim- 
ply a  desirable  aid  to  traction,  yet,  as  Playfair  would  have  it, 
kept  always  subservient  to  traction  ;  but  Barnes  covers  the 
whole  ground  by  saying  that  "  pure  traction  is  almost  an 
impossibility,"  and  if  we  could  assent  to  this,  it  would  be 
folly  to  attempt  an  argument  on  the  other  side.  Some  au- 
thors regard  it  as  merely  tentative,  used  for  the  purpose  of 
starting  the  head,  and  ascertaining  the  easiest  direction  of 
effectual  traction,  while  one  teacher  in  high  authority  advo- 
cates it  unhesitatingly  as  a  compensation  for  the  want  of 
accurate  diagnostic  power  in  the  operator. 

The  assumption  of  any  similarity  in  the  forceps  leverage 
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(oscillation),  and  the  properly  applied  leverage  of  the  vectis, 
is  unwarrantable.  Although  Leishman  ^  claims  that  the 
vectis  will  always  be  used  as  a  lever  whose  fulcrum  is  upon 
the  soft  tissues,  even  though  a  finger  may  be  interposed 
between  the  shank  of  the  instrument  and  the  point  of  pressure 
upon  the  pelvic  wall,  and  therefore  depreciates  it  strongly 
as  an  obstetrical  appliance,  I  think  few  operators  will  sus- 
tain him  in  it.  The  vectis,  used  properly,  should  never  make 
pressure  upon  the  soft  tissues  as  upon  a  fulcrum  ;  on  the 
contrary,  it  should  be  scrupulously  kept  from  pressing  upon 
the  tissues  by  a  thorough  grasp  with  the  hand  which  is  in 
the  vagina,  the  shank  being  drawn  away  from  the  pelvic 
wall  by  the  thumb  and  last  finger,  while  a  counter-support 
is  obtained  by  bracing  the  remaining  fingers  upon  the  op- 
posite side  of  the  head  from  the  one  upon  which  the  change 
is  proposed  to  be  effected.  Without  this  support  and  coun- 
ter-support the  vectis  is  a  very  dangerous  instrument  for  the 
soft  tissues  of  the  mother  and  the  scalp  of  the  child.  But 
suppose  the  same  method  be  used  in  the  traction  with  the 
forceps  ;  the  head  being  firmly  grasped  in  the  blades,  a  pres- 
sure with  the  fingers  forming  a  fulcrum  would  simply  have 
the  effect  of  pressing  the  convex  surface  of  the  blade  upon 
the  side  opposite  to  that  on  which  the  application  of  pres- 
sure is  made,  more  forcibly  against  its  side  of  the  pelvic 
wall ;  it  would  not  in  any  way  change  the  relation  of  the  max- 
imum diameter,  or  its  greatest  transverse  plane,  the  bipa- 
rietal.  The  use  of  the  forceps  after  the  manner  of  the  vectis 
would  not  impart  to  the  handles  an  oscillating  movement, 
nor  to  the  head  any  change  of  position.  An  analogy,  then, 
does  not  exist,  and  the  force  of  it  as  an  argument  falls. 
The  true  analogue  of  the  action  of  the  vectis  would  be  in 
the  application  mentioned  by  Fritsch,^  when  the  introduc- 
tion of  the  first  blade  to  its  position  behind  the  posterior 
side  of  the  oblique  head  gives  a  gentle  leverage  effect  upon 
the  head,  favors  its  rotation  toward  the  median  line,  and 
gives  an  impulse  to  the  advance  of  the  labor,  which  is  then 
terminated  without  the  necessity  for  introducing  the  second 
1  Op.  cit.,  p.  547.  2  Op.  cit. 
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blade.  Here  the  blade  of  the  forceps  is  introduced,  and 
held  precisely  as  the  vectis,  when  properly  used  ;  the  lever 
being  of  the  third  class,  the  fulcrum  being  the  hand  of  the 
operator  grasping  the  handle,  the  weight  the  posterior  part 
of  the  head,  and  the  power  the  fingers  of  the  hand  guiding 
the  convex  edge  of  the  blade  into  its  position  in  the  pelvis, 
and  operating  between  the  fulcrum  and  the  weight. 

Let  us  now  come  to  consider  the  real  mechanism  of  the 
pendulum  movement.     We  must  assume,  in  the  first  place, 
that  the  head  is  grasped  with  more  or  less  firmness  by  the 
pelvic  walls  at  the  point  of  contact  of 
the  circumference  of  its  greater  trans- 
verse plane.    This  is  surely  a  warrant- 
able assumption,  because  I  could  not 
imagine  any  sane  man  claiming  an  ad- 
vantage for  leverage  when  the  head 
was  loose  in  the  pelvis,  any  more  than 
he  would,  in  picking  an  ^gg  out  of  an 
open  bag,  claim  that  he  could  do  it  bet- 
ter by  an   undulating   motion   of  the 
hand.    I  cannot,  then,  assume  less  than 
that  the  head  is  firmly  grasped  by,  and 
is  in  positive  contact  with,  the  pelvic 
walls,  and  that  the  forceps  are  applied 
to  overcome  the  resistance  to  its  ad- 
vance  caused  by   this  pressure.     Dr. 
Galabin  ^  himself  advances  the  propo- 
sition that  oscillation  of  the  forceps  will  be  of  use  only 
when  the  head  is  tightly  gripped  in  the  bony  part  of  the 
pelvic  canal.     In  order  to  understand  clearly  the  mechan- 
ism of  the  forceps  movement  then,  let  us  study  this  simple 
diagram.     Let  P  W  and  P'  W  be  the  pelvic  walls  in  section 
made  in  the  plane  of  the  maximum  diameter,  and  of  that 
transverse  diameter,  the  ends  of  which  are  grasped  by  the 
blades.     Let  M  M'  be  the  maximum  diameter,  correspond- 
ing with  the  axis  of  the  canal,  G  D  the  transverse  (whether 
biparietal  or  other),  these  two  crossing  each  other  at  A, 
'  Op?cit.,  p.  517. 
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which  will  then  be  the  centre  of  oscillation  of  the  head  in 
any  pendulum  movement  of  the  handles,  and  the  centre  of 
motion  in  a  direct  traction.  Let  us  draw  through  this  cen- 
tre two  oblique  diameters,  O  C,  O'  C,  and  also  from  the  ex- 
tremity of  the  line  G  D  an  oblique  line  to  a  point  O  on  the 
periphery  of  the  head,  nearer  to  M'.  F  B  B'  will  represent 
the  blades  of  the  forceps,  through  the  fenestra  of  which 
the  tissues  of  the  scalp  should  protrude  sufficiently  to  rest 
firmly  against  the  pelvic  walls,  unless  the  blades  be  narrow, 
when  the  scalp  tissue  will  come  in  contact  with  the  pelvis 
at  the  sides  of  the  blades. 

What  now  will  be  the  effect  of  traction  by  the  various 
methods  suggested  ?  If,  firstly,  the  handles  of  the  forceps 
be  drawn  upon  directly,  without  any  compression  or  lateral 
movement,  the  blades  will  slide  forward  upon  the  head  until 
they  reach  a  position  where  the  points  come  in  contact  with 
the  convex  surface  of  this  farther  extremity  of  the  head  ;  if 
then  there  be  much  head  curvature  of  the  blades,  they  will 
separate,  until  the  convex  surfaces  are  so  firmly  pressed 
against  the  pelvic  walls  that  farther  separation  is  prevented, 
and  the  force  of  traction  will  be  then  expended  upon  the 
farther  extremity  of  the  head  by  means  of  the  points  and 
the  concave  surface  of  the  blades  near  the  point.  This 
represents  the  method  of  extraction  advocated  by  the  Vi- 
enna school.  The  head  descends  by  propulsion  from  a  vis 
a  tergo  from  two  sources,  the  uterine  contraction,  and  the 
points  of  the  forceps  blades,  and  any  moulding  is  done  by 
the  pelvis,  no  compression  being  made  to  diminish  friction. 
If  there  be  little  head  curve,  that  is,  if  the  concave  surfaces 
of  the  blades  approach  a  parallelism,  then  with  simple  trac- 
tion, without  considerable  compression,  the  blades  merely 
slide  between  the  head  and  the  pelvic  walls  until  they  slip 
entirely  off  the  head.  Such  would  be  the  effect  of  trac- 
tion without  compression  with  blades  like  those  of  Hodge's 
forceps,  which  are  narrow  and  with  very  little  head  curve, 
and  the  distance  from  the  lock  to  the  head  grasp  so  small 
that  with  a  large  head  to  be  held,  the  blades  diverge  not 
only  to  parallelism,  but  even  beyond  this,  having  the  points 
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separated  farther  than  the  length  of  the  transverse  diame- 
ter of  the  head,  so  that  all  traction  power  is  lost  unless  a 
firm  compression  be  exerted. 

If,  on  the  other  hand,  we  have  swinging  movement  with- 
out traction  or  compression,  then  the  blades  of  the  forceps 
will  ghde  up  and  down  between  the  head  and  the  pelvic 
walls,  in  no  degree  whatever  changing  the  position  of  the 
head.  If,  further,  we  have  traction  and  oscillation  combined, 
without  compression,  then  we  have  simply  the  double  effect 
of  the  two,  neither  one  aiding  or  interfering  with  the  other. 

Now  let  us  suppose  the  head,  grasped  firmly,  compressed 
sufficiently  to  make  the  head  and  the  forceps  practically  a 
continuous  bar,  or,  as  Shroeder  has  it,  "  the  forceps  immov- 
ably united  to  the  head  standing  in  the  pelvis,"  and  let 
simple  traction  in  the  median  line  be  made  (which  I  must 
assume  as  a  possibility  from  constant  experience,  not- 
withstanding Dr.  Barnes'  belief  to  the  contrary),  the  han- 
dles not  changing  their  direction,  the  maximum  diameter 
maintains  its  correspondence  with  the  axis  of  the  pelvis, 
and  the  plane  of  the  transverse  diameter  moves  steadily 
forward,  presenting,  therefore,  the  same  measurements,  and 
preserving  its  relation  with  the  pelvic  planes. 

But  now  again  let  us  see  what  will  be  the  effect  of  pure 
oscillation,  or  leverage,  as  it  is  called,  with  compression  but 
without  traction,  the  method  recommended  by  Dr.  Barnes. 
The  first  movement,  say,  will  carry  the  handles  toward  W  ; 
the  head,  then,  being  "  immovably  united  to  the  forceps," 
must  rotate  upon  an  axis  passing  through  A,  perpendicular 
to  the  transverse  G  D,  which  transverse  also  rotates,  the 
extremity  G  moving  upward  toward  P,  and  the  extremity  D 
correspondingly  descending  toward  W.  But  as  the  diame- 
ter G  D  moves,  so  does  the  oblique  diameter  O  C  passing 
through  A  move  also  proportionately  ;  C  following  G  up- 
ward, as  O  follows  D  downward,  and  the  extremities  of  this 
oblique  diameter  come  to  assume  the  position,  in  relation 
to  the  plane  of  the  pelvis,  occupied,  before  the  lateral  move- 
ment, by  the  extremities  of  the  transverse  diameter.  But 
ive  know  that  every  oblique  diameter  of  an  ovoid  passing 
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through  the  centre  of  the  greatest  transverse  diameter  is 
greater  than  that  transverse,  and  that  the  increased  length 
is  proportionate  to  the  distance  of  its  extremities  on  the 
periphery  from  those  of  the  transverse.  The  more  consid- 
erably, then,  we  move  the  handle  toward  W,  the  more  we 
place  the  longer  diameter  of  the  head  in  the  position  orig- 
inally occupied  by  the  transverse  diameter.  As  the  handles 
swing  back  approaching  the  median  line,  the  diameter  in 
relation  with  the  plane  diminishes  until  the  handles  pass 
the  median  and  are  made  to  approach  W,  when  the  same 
change  takes  place  in  the  bearing  of  the  extremities  of  the 
oblique  diameter  O'  C,  and  this  diameter  takes  the  place  of 
the  transverse  against  the  pelvic  walls.  Here,  then,  we 
have  a  demonstration  sufficiently  clear,  I  should  think,  to 
satisfy  even  the  mathematical  mind  of  Dr.  Galabin,  that 
oscillation  without  traction  simply  brings  to  press  upon  the 
pelvic  walls,  with  a  sort  of  slow  vibratory  impact,  portions 
of  the  head  farther  separated  from  each  other  than  the 
points  which  rested  in  contact  with  those  walls  before  the 
swaying  motion  was  started  ;  that  while  the  pelvic  wall  is 
subjected  to  alternations  of  excessive  pressure  and  partial 
relief,  there  is  nothing  in  the  movement  itself  to  advance 
the  head  an  iota,  the  side  which  descends  with  the  swaying 
of  the  handles  in  one  direction,  ascending  equally  (unless 
driven  down  by  the  vis  a  tergo  which  acts  altogether  in- 
dependently of  it)  when  the  handles  are  swayed  in  the 
opposite  direction. 

But,  lastly,  we  have  the  oscillations  combined  with  trac- 
tion and  compression,  the  condition  in  which  each  side 
of  the  head  alternately  is  fixed  while  its  opposite  is  drawn 
down  by  the  leverage  of  the  forceps.  To  accomplish  this 
accurately,  proportioning  the  traction  with  the  leverage  so 
that  the  Impinging  point  of  one  side  shall  be  exactly 
maintained  in  its  position,  neither  drawn  forward  by  the 
traction  nor  forced  backward  by  the  leverage,  would  be  a 
matter  of  nice  practice,  but  I  shall  presume  it  to  be  done 
by  the  expert  operator.  Traction  and  lateral  motion  are 
thus  combined  so  that  while  the  handles  are  carried   to- 
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ward  W,  the  extremity  G  of  the  transverse  axis  does  not 
move  in  its  relation  to  the  wall  P  W,  and  the  blade  resting 
between  them  simply  rocks  with  its  extremity  B  moving 
toward  the  opposite  side  of  the  pelvis  ;  but  the  opposite 
blade,  by  the  motion  imparted  by  its  handle,  must  move  for- 
ward upon  its  side  of  the  pelvis,  thereby  drawing  the  point 
D,  the  extremity  of  the  transverse  diameter,  with  it,  and 
carrying  down  to  take  its  place  the  point  O,  the  end  of  an 
oblique  diameter  drawn  from  the  fixed  point  G  to  some 
point  upon  the  opposite  side  nearer  to  the  pole  of  the  ovoid 
than  the  transverse.  Now  as  the  transverse  diameter  is  less 
than  any  oblique  line  drawn  from  one  of  its  extremities  to 
the  opposite  circumference,  this  motion  must  cause  to  press 
upon  the  opposite  surfaces  of  the  pelvis  the  extremities  of 
a  diameter  longer  than  the  transverse  diameter.  Here,  then, 
we  demonstrate  clearly  that  leverage  with  traction  is  simply 
tractioji  phis  an  aggravation  of  pressure  upon  surfaces  al- 
ready so  tightly  compressed  by  the  circumference  of  the 
child's  head  as  to  obstruct  its  advance  toward  the  outlet  of 
the  pelvis.  It  follows  from  this  demonstration  that  every 
oscillation,  every  pendulum  movement,  changes  the  position 
of  the  head  into  a  less  favorable  one,  by  altering  the  rela- 
tion of  the  maximum  diameter  to  the  axis  of  the  pelvis, 
and  it  has  been  to  me  a  matter  of  great  wonder  that  so  clear- 
headed and  accurate  a  teacher  as  the  late  Professor  Hodge,^ 
who  maintained  with  so  much  vigor  and  tenacity  his  views 
as  to  the  necessity  of  preserving  the  synclitism  of  the  fetal 
head  in  the  mechanism  of  labor,  should  have  loosely  assented 
to  a  method  of  forceps  delivery  which  can  only  act  by  de- 
stroying that  synclitism. 

Is  it  not  easily  demonstrable,  then,  that  the  leverage  pro- 
posed by  Dr.  Barnes  as  sufficient  in  itself  without  any  trac- 
tion, is  really,  so  far  from  being  an  economical  expenditure 
of  force,  an  absolute  waste  of  force,  as  it  cannot  advance  the 
head,  and  whatever  amount  of  force  is  expended  exerts  it- 
self in  simply  grinding  the  blades  of  the  forceps  backward 
ind  forward  upon  tissues  compressed  already  by  the  head, 
^  Atn.  Journal  Med.  Sciences,  October,  1870. 
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and  in  many  instances  tumefied  and  threatened  with  sphac- 
elus by  long  continued  pressure  before  the  blades  were 
applied.  But,  it  may  be  urged,  the  head  advances  under  this 
leverage,  therefore  there  must  be  some  fallacy  in  the  reason- 
ing. It  does  advance  in  many  cases,  because  the  uterine 
contraction  propels  it,  being  stimulated  by  the  presence  of 
the  blades,  and  there  is  brought  into  action  the  dynamical 
power  of  the  forceps,  as  it  is  curiously  called,  the  power 
derived  from  irritation  of  the  uterine  or  cervical  tissue  by 
the  pressure  of  a  foreign  body.  This  propelling  force,  then, 
is  in  itself  entirely  independent  of  the  oscillation,  is  not 
aided  by  it,  but,  if  anything,  obstructed  ;  and  we  are  left  with 
no  advantage  gained  by  our  forceps  except  the  development 
of  the  uterine  contraction,  for  the  production  of  which  ab- 
dominal frictions  would  be  equally  effective,  less  dangerous, 
and  less  annoying  to  the  patient  than  the  putting  on  of  a 
pair  of  long  forceps  to  see-saw  about  in  the  pelvis.  If  ab- 
dominal friction  fail,  many  other  uterine  stimulants  are  at 
command  safe  and  easily  applicable. 

But  it  is  the  oscillation  with  traction  that  is  most  gen- 
erally advocated,  over  which  Dr.  Galabin's  enthusiasm  is 
aroused,  as  he  sallies  forth  so  valiantly  to  repel  Dr.  Dun- 
can's attack  upon  his  venerated  traditional  method.  While 
he  rejects  the  palpably  absurd  explanations  of  the  principle 
of  leverage  given  by  Playfair  and  Leishman  in  their  efforts 
to  reconcile  themselves  to  the  oscillatory  movements,  he 
grasps  cordially  the  hand  of  Schroeder,  who  furnishes  him 
with  the  idea  of  a  fixed  fulcrum  upon  the  vaginal  walls,  and 
a  one-armed,  angular  lever.  But  it  would  seem  as  though 
he  could  derive  little  comfort  from  his  ally,  for  Schroeder 
evidently  has  no  confidence  in  the  efficacy  of  oscillation, 
for  he  makes  one  condition  of  this  leverage  the  "  immov- 
able union  "  of  the  head  to  the  forceps  by  compression, 
after  having  a  few  paragraphs  before  stated  that  the  for- 
ceps should  never  compress  the  head  more  than  sufficiently 
to  keep  them  from  slipping,  and  that  his  ideal  forceps 
would  be  one  that  made  traction  without  any  pressure 
whatever  upon  the  sides  of  the  head.     Schroeder's  prin- 
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ciple  of  leverage,  then,  is  incompatible  with  his  idea  of  the 
proper  function  of  a  forceps. 

But  what  is  this  admirable  fulcrum  upon  which  the  lever 
rests  for  support,  and  what  is  the  weight  or  resistance 
against  which  the  end  of  the  lever  is  pressed,  in  the  prying 
or  crowbar  motion  imparted  to  it  ?  Are  they  firm,  bare, 
hard,  bony  surfaces  ?  No.  They  are  soft  tissues,  perhaps 
portions  of  prolapsed  cervical  tissue,  edematous,  contused, 
pressed  down  before  the  head  ;  generally,  however,  con- 
gested, bruised,  squeezed,  vaginal  walls,  with  connective  tis- 
sue beneath  tightly  compressed  between  the  head  and  the 
unyielding  bony  walls  of  the  pelvis.  Is  such  a  fulcrum  for 
the  powerful  leverage  of  an  iron  bar  a  desirable  one  inside 
the  body  of  a  living  woman }  Does  Fritsch  ^  forget  what 
he  has  told  us  of  the  condition  of  the  tumefied  cervix,  and 
the  folds  of  swollen  and  congested  vaginal  tissue  pushed 
down  before  the  advancing  head,  if  it  fits  at  all  tightly  in 
the  pelvis,  when  he  becomes  so  ecstatic  over  the  wonderful 
effects  of  the  gyration  of  the  forceps  handles  .'*  Does  he  ig 
nore  the  fact  that  his  much  lauded  rotatory  movements,  so 
useful  to  aid  the  inexperienced  practitioner  in  detecting  the 
proper  direction  of  traction,  are  grinding  these  parts,  so  well 
disposed  already  for  sloughing,  between  the  clamped  head 
and  the  pelvic  walls  }  Now  it  will  be  admitted  that,  if  the 
pelvic  canal  were  simply  a  bony  canal,  and  the  fetal  head  a 
hard,  unyielding  body,  by  the  mathematical  demonstration, 
the  use  of  oscillation  with  traction  would  be  impossible, 
because  the  operator  could  not  bring  about  changes  in  the 
relation  of  the  head  to  the  pelvis,  involving  an  increase  of 
diameter,  when  those  already  in  contact  fully  occupied  the 
diameters  of  the  canal.  Therefore,  any  such  leverage  in  the 
movement  of  a  living  head,  in  a  living  pelvis,  must  be  pos- 
sible only  by  an  increase  of  mutual  pressure,  such  pressure 
being  expended  in  condensing  the  soft  tissues  upon  the 
pelvic  walls,  and  diminishing  by  compression  the  measure- 
ments of  the  head  between  the  two  opposite  points  of  con- 
tact with  the  vagina.     And  this  diminution  in  bulk  of  the 

1  Op.  cit. 
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head  by  this  process  would  be  aided  by  the  necessarily  closer 
approximation  of  the  blades  of  the  forceps,  as  will  be  seen 
by  reference  to  the  diagram.  If  the  handles  are  drawn 
toward  W,  the  forward  portion  of  the  blade  upon  that  side, 
and  the  hinder  portion  of  the  opposite  blade,  would  both  be 
driven  in  toward  the  maximum  diameter  of  the  head,  thus 
aiding  the  pressure  against  the  pelvic  walls  in  diminishing 
the  transverse  diameter.  It  seems  strange  that  those  who 
so  stoutly  oppose  a  rational  and  judicious  compression  of 
the  head  in  the  forceps  blades  to  diminish  friction  against 
the  vaginal  tissues,  should  be  so  willing  thus  unscientifically 
to  squeeze  the  head  in  the  forceps'  grasp,  and  urge  it  to  out- 
rage the  soft  tissues  by  this  prying,  handspike  movement. 

Dr.  Galabin  lays  great  stress  upon  what  he  supposes  to  be 
the  effect  of  the  leverage  in  diminishing  friction,  by  convert- 
ing statical  into  dynamical  friction  ;  in  fact  he  becomes  so 
lost  in  his  admiration  for  this  wonderful  vis  vectis  that  he 
conceives  it  to  be  able  to  defy  the  laws  of  mechanics  in 
co7iverting  statical  friction  into  a  force,  aiding  in  the  extrac- 
tion of  the  head.  Now,  if  my  demonstration  of  the  mech- 
anism of  oscillation  have  any  value  at  all,  it  must  show 
that  the  leverage  motion  in  every  way  increases  friction  by 
increasing  pressure  laterally.  Dr.  Galabin  makes  a  distinc- 
tion, which  I  cannot  grasp,  between  friction  and  pressure. 
Now  what  is  friction  except  the  resistance  to  motion  caused 
by  the  mutual  pressure  of  opposed  surfaces  ?  How  can  one 
exist  independently  of  the  other }  But  inasmuch  as  fric- 
tion is  really  the  only  obstacle  to  the  advance  of  the  head, 
why  not  get  rid  of  it  altogether  (instead  of  converting  one 
kind  into  another)  by  making  a  steady  traction,  compressing 
the  head  in  the  grasp  of  the  blades  just  enough  to  take  off 
the  pressure  from  the  embracing  tissues.  Even  Scanzoni^ 
admits  that  compression  is  justifiable  to  the  extent  of  over- 
coming resistance,  and  that  is  all  that  any  of  us,  the  most 
tenacious  advocates  of  the  compressing  function  of  the  for- 
ceps, will  care  to  claim. 

Now  what  are  the  positive  arguments  in  favor  of  direct 
1  LchrbucJi  der  Geburtshulfe,  Band  iii. 
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traction  ?  Firstly,  It  is  in  accordance  with  the  methods  of 
nature.  It  imitates  the  operation  of  the  uterus,  and  is  com- 
patible with  that  most  important  rule  of  making  the  forceps 
simply  an  instrument  for  filling  up  the  deficiency  in  the 
expulsive  power  of  the  uterus.  Nature  never  in  any  condi- 
tion of  labor,  easy  or  difficult,  expends  her  powers  in  see- 
sawing the  child's  head  in  the  pelvis.  Seco7idly,  It  economi- 
cally expends  the  whole  force  in  the  direction  of  motion. 
It  is  a  clear  and  incontrovertible  principle  of  mechanics 
that  the  more  nearly  the  direction  of  traction  corresponds 
with  the  direction  of  motion,  the  less  is  the  amount  of 
power  wasted.  If,  then,  we  are  drawing  in  the  direction  of 
the  pelvic  axis,  not  only  in  reference  to  its  curvature  from 
brim  to  outlet,  but  also  to  its  plane  passing  vertically 
through  the  median  line,  we  are  utilizing  our  whole  forces 
expended,  and  every  movement  of  the  head  is  an  advance 
movement ;  but  if  we  are  drawing  with  a  lateral  motion  of 
the  handles,  just  in  proportion  to  the  amount  of  that  lateral 
movement  are  we  dragging  the  head  against  the  pelvic 
walls.  Now  just  as  Tarnier^  enters  into  a  mathematical 
calculation  as  to  the  amount  of  force  wasted  in  dragging 
the  fetal  head  against  the  pubes  by  a  deviation  in  traction 
from  the  direction  of  the  curved  axis  of  the  pelvis  anteri- 
orly, so  we  might  make  an  equally  significant  and  accurate 
estimate  of  the  power  wasted  in  dragging  the  head  against 
the  lateral  walls  of  the  pelvis  by  the  pendulum  traction. 
When  Dr.  Bedford  ^  tells  us  to  exert  our  traction  two  thirds 
laterally  and  one  third  direct,  he  simply  practically  tells  us 
to  expend  one  third  of  our  force  in  drawing  the  head  in  the 
direction  we  wish  it  to  advance,  and  two  thirds  in  dragging 
it  against  the  walls  of  the  pelvis  through  which  it  cannot 
go.  Or  we  might  put  it  in  reference  to  the  ethical  bearing 
of  the  operation,  to  expend  one  third  of  our  force  in  aiding 
nature  in  the  expulsion  of  the  child,  and  two  thirds  in  tramp- 
ling upon  the  laws  of  nature  by  the  wanton  bruising  of  the 
child's  head  against  the  tender  and,  perhaps,  already  muti- 
lated tissues  lining  the  pelvic  cavity. 

*  Description  de  deux  nouveaux  forceps,  Paris,  1877. 
"  Loc.  cit. 
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The  most  frivolous  arguments  in  favor  of  the  pendulum 
movement  of  the  forceps  are  those  drawn  from  mechanical 
analogies,  the  double  rack,  the  corkscrew,  the  pincers  and 
nail,  and  the  ring  on  the  finger.  Now  with  the  exception 
of  the  last  which  is  the  recent  conceit  of  Dr.  E.  J.  Hicks,i 
these  analogies  are  all  from  mechanical  tools  operating  upon 
inanimate  bodies,  in  the  movement  of  which  generally  no 
care  of  the  integrity  of  surfaces  enters  into  consideration. 

The  fallacy  of  the  double  rack  argument  has  been  most 
fully  shown,  by  Dr.  Matthews  Duncan  in  his  paper  before 
referred  to,  in  the  entire  absence  of  any  condition  in  the 
pelvic  canal  approaching  the  character  of  a  rack  or  toothed 
bar,  and  the  clear  duty  of  the  obstetrician,  if  there  were 
such  a  condition,  to  draw  the  head  over  the  unevennesses 
as  smoothly  as  possible ;  and  I  would  add  from  Dr.  Gala- 
bin's  own  argument,  the  fact  that  not  only  is  there  no 
toothed  abutment  against  which  the  head  can  be  rested 
by  each  alternate  movement,  but  that  unless  the  traction 
be  very  powerful  the  point  of  the  head  just  advanced  by 
one  leverage,  will  go  backward  in  the  pelvis  when  the  for- 
ceps are  swayed  to  the  opposite  side. 

As  to  the  corkscrew  extraction,  no  corkscrew  or  mechan- 
ical appliance  has  ever  been  suggested,  so  far  as  I  am  aware, 
which  would  act  by  passing  the  separated  blades  of  a  pair 
of  pincers  along  each  side  of  the  cork  and  making  traction. 
When  such  an  arrangement  is  devised  I  feel  quite  clear  in 
predicting  that  it  will  be  the  direct  steady  pull  with  com- 
pression that  will  bring  the  cork  out  safely,  and  the  lateral 
oscillation  that  will  shiver  the  neck  of  the  bottle  to  atoms. 
(The  poor  pelvis  unfortunately  subjected  to  the  same  treat- 
ment does  not  shiver  to  atoms,  it  simply  bruises  and  tears 
and  sloughs.)  But  if  it  is  the  cork  extraction  such  as  Dr. 
Galabin  uses  as  an  illustration,  the  short  cork  shoved  from 
side  to  side  by  pressure  upon  the  protruding  portion,  there 
would  seem  no  analogy  except  in  the  extraction  of  a  head 
which  is  already  partly  expelled  -beyond  the  vulva,  suffi- 
ciently to  be  seized  and  enucleated  by  lateral  pressure  upon 
1  Obstet.  Journal  of  Great  Britain  and  Ireland^  May,  1876. 
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the  perineum  or  through  the  rectum.  But  suppose  it  is 
claimed  that  the  part  of  the  cork  projecting  beyond  the 
neck  of  the  bottle  represents  the  forceps'  handles  beyond 
the  vulva,  the  analogy  still  amounts  to  nothing ;  for  in  the 
one  case  we  have  the  firm,  inflexible  iron  bar,  in  the  other 
a  soft,  elastic,  flexible  body.  And  really  the  leverage  of  the 
cork  amounts  to  nothing  but  the  pulling  out  by  direct  trac- 
tion of  one  side  at  a  time ;  so  that,  by  virtue  of  its  elasticity 
of  form,  when  lengthened  in  one  direction  it  is  diminished 
in  the  perpendicular  direction,  and  each  side  being  thus  suc- 
cessively diminished  in  bulk  is  easily  drawn  forward,  and 
the  lower  portion,  expanding  first,  prevents  the  return  to 
position  of  the  whole  body  of  the  cork.  Now  this  is  just 
what  is  done  in  the  extraction  of  the  fetal  head  by  direct 
traction  with  compression,  only  that  instead  of  alternate 
sides  being'  lengthened  and  narrowed  to  diminish  the  fric- 
tion, the  whole  is  lengthened  and  narrowed  at  once  by  the 
mutual  compression  of  the  two  blades. 

The  "  nail  in  the  board  "  analogy  is  equally  sophistical. 
It  is  true  that  if  we  have  a  nail  in  a  board  and  we  wish  to 
remove  it,  we  may  take  a  pair  of  pincers  and  draw  it  out 
very  much  more  easily  by  swaying  those  pincers  backward 
and  forward ;  but  how  do  we  do  it  t  By  enlarging  with 
every  side  movement  of  the  pincers  the  hole  into  which 
the  nail  is  driven,  until  at  last  having  the  hole  so  large  that 
no  pressure  is  exerted  in  producing  friction,  the  nail  would 
drop  out  of  itself.  But  do  the  friends  of  the  pendulum 
traction  propose  to  treat  the  pelvis  in  this  way  ?  Would  it 
not  be  better  to  treat  it  as  we  would  a  piece  of  finely  pol- 
ished wood  into  which  some  mischievous  child  had  driven 
a  nail  and  from  which  we  wish  to  draw  it  so  as  to  leave  as 
little  blemish  or  injury  as  possible  ?  Would  we  not  in  that 
case  seize  our  nail  head  carefully,  and  drawing  as  accu- 
rately as  we  could  in  the  direct  line  of  the  nail,  steadily 
pull  upon  it,  avoiding  any  trace  of  a  lateral  movement  .-• 
Does  not  the  illustration  of  the  nail  in  the  board  furnish 
our  side  of  the  question  with  about  as  cogent  an  argument 
as  can  be  drawn  from  mechanical  analogy  ? 
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Dr.  E.  J.  Hicks'  comparison  of  the  removal  of  a  ring 
from  a  swollen  finger,  founded  on  the  existence  of  swelling 
of  the  vaginal  tissues  in  front  of  the  descending  head, 
would  be  forcible  if  it  were  proposed  to  draw  the  bone 
through  the  ring  leaving  the  swollen  tissues  behind  it,  as 
is  the  case  with  the  head  drawn  through  the  pelvis  ;  and 
really  it  does  give  us  a  very  apt  illustration  of  the  effect  of 
oscillation  in  dragging  the  soft  tissues  away  from  the  pel- 
vic ring  along  with  the  head  which  corresponds  with  the 
phalanx  of  the  finger  in  his  analogy.  Yet  he  thinks,  evi- 
dently with  much  self-complacency,  that  he  has  demol- 
ished Dr.  Duncan  beyond  any  chance  of  repair.  The 
method  of  removing  the  ring  is  simply  like  the  taking  of 
the  cork  from  the  bottle ;  the  skin  is  tightened  up  above 
the  ring  on  one  side,  making  it  thinner  when  the  ring 
presses  against  it,  and  straightening  out  the  folds  in  front 
of  the  ring,  and  thereby  diminishing  the  resistance.  If  we 
could  get  in  behind  the  fetal  head  and  draw  up  the  vaginal 
tissues  which  are  the  seat  of  "  puckering  and  oedema  "  we 
might  imitate  the  ring  movement ;  but  in  fact  there  is  no 
condition  of  the  pelvis  in  which  we  can  do  more  sure  out- 
rage to  the  tissues  by  the  pendulum  movement  than  just 
this  very  state  of  "puckering  and  oedema,"  when  the  oscil- 
lations are  made  to  grind  away  alternately,  first  one  side, 
then  the  other.  I  would  not  spend  time  on  these  illustra- 
tions except  that  arguments  from  the  analogy  of  nature  in 
ordinary  mechanical  processes  are  particularly  effective,  and 
it  is  important  to  show  to  those  who  might  be  influenced 
by  them  their  utter  fallaciousness  in  establishing  anything 
except  a  confirmation  of  our  arguments. 

Dr.  Galabin  ^  replies  to  Dr.  Duncan's  claim  that  there  is 
more  power  at  command  for  direct  traction  than  can  ever 
be  needed,  and  that  therefore  oscillation  is  unnecessary  as  an 
economy  of  force,  even  if  proved  to  be  such,  that  there  are 
cases  reported  in  which  two  operators  have  required  their 
combined  strength  upon  the  handles  to  effect  delivery.  I 
presume  he  means  in  making  direct  traction.  But  I  have 
1  Op.  cit,  p.  515. 
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seen  cases  where  two  men,  and  strong  men  at  that,  have 
had  applied  to  the  head  heavy,  powerful  forceps,  and  brac- 
ing themselves  against  the  bedstead  have  swayed  the 
handles  backward  and  forward,  fairly  dragging  the  patient 
over  the  edge  of  the  bed,  and  yet  not  moving  the  head  in 
the  least,  and  they  have  proposed  perforation  and  crani- 
otomy as  a  necessary  resort,  and  with  my  little  Davis'  for- 
ceps accurately  applied,  making  direct  traction  and  making 
it  in  the  curved  axis  of  the  pelvis  (which  can  never  be  done 
with  feet  braced  against  a  bedstead),  I  have  easily  and  with- 
out effort  delivered  in  some  such  cases  living  children. 
There  are  other  elements  beside  direct  traction  entering 
into  the  problem  of  success  with  the  forceps  ;  there  must 
be  traction  properly  directed,  and  compression  sufficient  to 
diminish  resistance,  and  forceps  with  proper  grasp,  and 
properly  applied  to  the  sides  of  the  head. 

Dr.  Galabin  ^  himself  admits  that  the  oscillation,  to  be 
effective,  must  be  accompanied  by  firm  compression  of  the 
head  and  the  titniost  tractile  force  which  is  considered  per- 
missible. In  this  connection  I  would  ask.  What  can  be  more 
inconsistent  than  for  one  of  the  German  school,  with  their 
holy  horror  of  the  compression  of  the  head  with  the  for- 
ceps, to  advocate,  as  Fritsch  does,  the  use  of  oscillations 
upon  a  head  grasped  by  blades  whose  pressure  ought,  ac- 
cording to  Fritsch  himself,  to  be  so  slight  as  to  permit  free 
rotation  of  the  head  within  their  concavities  in  executing 
the  mechanism  of  labor }  Now  I  will  guaranty,  unhesitat- 
ingly, that  any  head  which  can  be  delivered  with  oscillation 
at  all,  can  be  delivered  without  it  with  the  same  amount  of 
compression  that  Dr.  Galabin  says  is  required  to  keep  the 
forceps  from  slipping  and  deranging  the  lever,  and  with 
vastly  less  traction  than  he  says  is  required  in  what  he  calls 
"fixing  the  fulcrum."  If  compression  is  to  be  exercised 
upon  the  head  (and  I  am  a  firm  believer  in  the  utility  and 
even  necessity  of  a  certain  compressing  effort),  is  it  not 
better  to  expend  it  in  a  well-directed  effort  to  diminish  fric- 
tion, which  is  its  great  function  after  all,  and  aid  delivery  in 
1  Op.  cit.,  p.  517. 
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accordance  with  nature's  own  laws,  than  to  waste  the  force 
in  making  an  "  immovable  union  with  the  head  "  for  the 
sake  of  forming  a  lever  with  which  to  pry  the  head  against 
the  opposite  wall  of  the  pelvis  instead  of  bringing  it  directly 
down  between  the  walls  with  uniform  movement  of  both 
sides  ;  or  in  using  it  to  "  fix  a  fulcrum  "  upon  the  soft  tis- 
sues for  the  purpose  of  converting  statical  friction  into  dy- 
namical instead  of  employing  it  to  overcome  friction  alto- 
gether ?  I  ask  for  no  more  compression  than  will  overcome 
resistance ;  Dr.  Galabin  will  certainly  admit  that  if  we  over- 
come resistance  we  accomplish  everything  that  the  forceps 
are  required  to  do.  He  claims  that  in  order  to  make  the 
leverage  motion  effectual  we  must  grasp  the  head  with^rm 
compression  ;  I  would  ask  no  more  than  enough  to  take  the 
pressure  off  the  pelvic  walls  and  overcome  resistance.  I 
use  my  compression  in  advancing  the  child's  head  by  di- 
minishing the  necessity  for  powerful  traction,  while  aiding 
the  uterine  vis  a  tergo  to  act  more  effectually  ;  Dr.  Galabin 
uses  his  compression  merely  as  a  preliminary  or  prepara- 
tory process  to  enable  him  to  bring  to  bear  his  leverage 
with  traction,  which  latter  has  then  to  be  used  to  the  ut- 
most extent  permissible.  Admitting,  then,  that  my  com- 
pression and  my  traction  are  both  as  great  as  his,  —  which 
really  I  doubt,  —  we  have  the  delivery  effected  in  the  one 
method  by  compression  and  traction,  in  the  other  by  com- 
pression and  traction  plus  oscillatory  leverage.  If  I  have 
proven  that  this  oscillation  is  a  waste  of  force,  and  espe- 
cially that  it  endangers  the  tissues,  may  I  not  surely  claim 
for  the  direct  traction  an  immense  gain  ">. 

I  have  been  told  that  it  is  because  of  superior  muscular 
strength  of  the  operator  that  direct  traction  is  rendered 
effectual.  To  admit  this  would  be  to  yield  the  whole  ques- 
tion. The  idea  of  being  able  to  use  strength  more  econom- 
ically by  leverage  motion  is  a  delusion  which  I  can  see  will 
very  easily  take  hold  of  one  ;  for  in  swaying  the  handles  of 
the  forceps  the  operator  seems  to  be  doing  something,  while 
in  direct  traction  the  movement  is  slow  and  almost  imper- 
ceptible.    Here  we  have  coming  in  the  impatience  of  the 
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operator,  the  element  of  "fussiness,"  as  Dr.  Duncan  so 
aptly  calls  it,  which  makes  one  so  anxious  to  appear  to  be 
working  effectually,  and  finally  persuades  him,  like  the  fly 
upon  the  chariot  wheel  in  the  fable,  that  he  is  accomplishing 
much  with  his  pendulum  movement,  when  in  reality  it  is  all 
being  done  by  other  forces. 

As  I  stated  in  the  early  part  of  this  paper,  my  practical 
experience  has  fully  and  invariably  confirmed  my  theoreti- 
cal views.  I  have  seen  the  great  facility  with  which  deliv- 
ery could  be  effected  by  direct  traction  in  the  median  line 
where  experienced  operators  had  failed  to  make  any  prog- 
ress with  oscillations ;  and  I  have  seen  such  frightful  lacera- 
tions following  the  pendulum  and  rotatory  movements  in 
patients  whom  I  have  easily  delivered  afterwards  without 
them,  that  I  cannot  but  feel  that  the  method  of  delivering 
was  responsible.  If  time  were  allowed  I  might  give  the 
details  of  a  case,  where  one  of  my  patients  with  slight  pel- 
vic contraction,  under  the  treatment  of  an  operator  called 
in  in  my  absence,  was  subjected  to  rotatory  movements, 
with  Bethell's  immense  forceps,  the  handles  lashed  together, 
and  the  foot  of  the  operator  braced  against  the  bedstead, 
and  had  the  rim  of  her  cervix  literally  ground  off  against 
the  pelvic  walls,  and  found  hanging  by  a  slender  strip  in 
the  vagina.  My  lamented  friend.  Dr.  George  Pepper,  con- 
firmed by  examination  what  my  own  senses  almost  refused 
to  accept.  This  rotatory  motion  had  been  kept  up  for  over 
two  hours  without  advancing  the  head  in  the  least,  by  a  man 
of  large  obstetric  experience,  but  thoroughly  taught  by  the 
"old  masters."  I  arrived  as  he  was  proposing  to  perforate 
the  head,  and  taking  charge  of  the  patient,  I  extracted  the 
child  in  twenty  minutes  by  direct  traction  with  Davis'  for- 
ceps, applied  above  the  superior  straight.  On  making  a 
delivery  of  the  placenta  I  found  the  condition  described 
above. 

The  conclusions  I  would  draw  at  the  close  of  my  paper, 
are  :  i.  That  pendulum  movements  are  in  direct  violation 
of  the  teachings  of  nature ;  2.  That  they  are  absolutely  use- 
less so  far  as  any  aid  to  traction  is  concerned ;  3.  That  any 
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virtue  they  have  is  in  stimulating  uterine  contractions, 
which  then  act  independently  of  them  ;  4.  That  so  far  from 
diminishing  friction  they  increase  the  mutual  pressure  of 
the  head  and  pelvic  walls,  thus  increasing  friction  ;  5.  That 
they  tend  to  do  injury  to  the  pelvic  tissues,  no  matter  at 
what  point  of  the  pelvis  they  are  practised ;  6.  That  so  far 
from  being  specially  useful  when  the  head  is  "tightly 
gripped,"  to  use  Dr.  Galabin's  expression,  and  the  extrac- 
tion difficult,  the  greater  the  difficulty  of  the  case  the 
greater,  necessarily,  is  the  injury  to  the  tissues. 

If  I  am  asked  why  so  many  cases  are  delivered  success- 
fully by  their  use,  I  say  I  believe  the  success  is  in  spite  of 
them  and  not  because  of  them.  And  I  am  sure  that  any 
one  who  will  expend  the  same  effort  in  direct  traction  with 
compression  that  is  required  in  traction  and  leverage  with 
compression,  will  find  the  delivery  more  rapid,  more  easy, 
and  attended  with  less  vaginal  abrasion. 

The  amount  of  time  that  I  have  occupied,  and  the  degree 
to  which  I  have  been  willing  to  burden  the  Society  with  this 
subject,  I  hope  will  be  a  guaranty  of  the  deep  earnestness 
I  feel  in  the  duty  of  establishing  in  the  opinions  of  others 
the  position  that  I  have  taken.  I  believe  this  to  be  one  of 
the  most  important  factors  in  the  solution  of  the  problem 
of  how  to  bring  a  living  child  through  a  living  pelvis  in  the 
absence  of  effective  uterine  power,  with  the  least  danger  to 
mother  or  child. 

I  wish  to  express  my  admiration  for  the  ingenious  method 
of  argument  by  which  Dr.  Galabin  strives  to  support  the 
traditional  rule  of  practice,  and  I  cannot  but  feel  that  if  he 
had  expended  his  superior  logical  powers  upon  the  side  of 
scientific  truth,  he  would  have  done  far  better  than  I  have 
done. 
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Dr.  White,  of  Buffalo.  —  As  to  the  lever  motion,  if  you  take 
up  any  of  the  standard  works  upon  obstetrics  you  will  be  led  to 
the  conclusion  that  the  authors  rely  mainly  upon  this  motion. 
When  the  head  has  been  pretty  firmly  fixed,  I  think  that  I  have 
availed  myself  of  some  additional  influence  and  force  by  giving 
the  handles  a  motion  upwards  and  slightly  to  the  right  and  left. 
This  motion,  however,  has  not  been  great,  and  yet  I  do  not  ex- 
actly concur  with  Dr.  Smith  in  the  statement  that  it  is  of  no  use. 
I  see  no  reason  why  it  may  not  be  employed  without  danger,  and 
thus  aid  in  the  extraction  of  the  fetus.  But  traction  is  the  chief 
function  of  this  most  humane  instrument,  and  it  is  for  this  that 
the  forceps  are  mainly  available.  The  traction  should  be  made 
in  the  direction  of  the  strait  in  which  the  head  is  located. 

Dr.  Barker,  of  New  York,  —  The  great  ability  of  the  paper, 
the  skill  and  adroitness  with  which  the  writer  has  managed  to 
place  the  wrong  views,  as  I  think,  is  something  in  itself  to  be  ad- 
mired. It  is  exceedingly  difficult  to  condense  the  discussion  of 
such  a  paper,  and  thus  I  am  obliged  to  consider  only  a  few  points 
upon  which  I  differ  with  its  author. 

First,  let  us  see  where  we  agree  and  then  where  we  disagree. 

I  agree  with  Dr.  Smith  as  to  the  use  of  the  forceps  as  an  in- 
strument of  traction,  and  then  with  him  and  Dr,  White  in  con- 
sidering it  as  sometimes  an  instrument  of  compression. 

Then  we  are  in  accord  as  to  its  utility  as  an  instrument  for  trac- 
tion. In  what  direction  is  traction  to  be  made  ?  Probably  Dr. 
Smith  would  say,  always  in  the  direction  of  the  strait  occupied  by 
the  presenting  part. 

Furthermore,  let  us  see  whether  we  agree  in  this,  that  it  is  also 
an  instrument  of  great  value  where  nature  fails  to  accomplish 
the  normal  mechanism  of  labor.  In  certain  difficult  cases  Dr. 
Smith  would  not  hesitate  to  use  the  forceps  to  flex  the  head  ;  that 
is  in  cases  in  which  flexion  had  failed  to  take  place  as  the  result 
of  the  efforts  of  nature.  When  the  head  is  in  the  cavity  of  the 
pelvis,  he  would  depress  the  handles  of  the  instrument  and  make 
traction,  and  as  the  head  reached  the  outlet  of  the  pelvis  he 
would  raise  the  handles  over  the  abdomen.  I  presume  he  would 
not  hesitate  to  use  the  forceps  to  give  the  right  direction  to  the 
head  when  nature  failed  to  do  so.     Again,  Dr.  Smith  has   un- 
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doubtedly  met  with  cases  of  labor  where  the  ordinary  rotation  of 
the  occiput  in  the  occipito-anterior  position  under  the  symphysis 
fails  to  take  place.  In  this  case  I  suppose  the  doctor  would  allow 
sufficient  rotatoiy  movement  of  the  forceps  to  bring  the  head 
under  the  symphysis  pubis.  In  so  doing  we  describe  one  part,  at 
least,  of  the  pendulum  movement.  Now  here  is  where  we  begin 
to  disagree.  The  doctor  believes  that  we  should  never  move  the 
head  first  a  little  to  the  right  and  then  a  little  to  the  left;  I  would 
not  advocate  the  swinging  motion,  but  that  we  should  never  carry 
one  extremity  of  the  bi-temporal  or  bi-parietal  diameter  faster  than 
the  other  I  cannot  admit.  He  seems  to  assume  that  the  central 
point  between  the  two  extremities  of  these  diameters  is  a  fixed 
point,  so  that  if  you  move  the  left  of  this  transverse  diameter 
necessarily  the  right  must  recede.  Now  I  think  the  fallacy  is  in 
assuming  that  the  middle  point  between  these  is  fixed.  I  would 
not  advocate  that,  but  what  I  would  advocate,  in  certain  cases  is 
that  we  move  the  left  more  rapidly  than  the  right,  and  then  the 
right  more  rapidly  than  the  left,  while  both  are  moving  at  the 
same  time. 

This  is  wholly  a  question  of  physical  laws.  As  I  understand 
the  paper  of  Dr.  Smith,  the  argument  is  that  traction  should  be 
made  in  the  direct  line  of  the  handles,  that  is,  that  one  side  of  the 
head  should  not  be  moved  more  rapidly  than  its  opposite,  alter- 
nating this  movement  of  first  one  side  and  then  the  other,  because 
such  a  mode  of  traction  increases  the  danger  to  the  soft  parts 
within  the  pelvic  cavity.  It  strikes  me  that  the  term  ''  pendulum 
movement "  as  applied  to  this  mode  of  traction  is  a  faulty  one, 
because  the  pendulum  movement  is  on  a  fixed  centre,  but  the 
mechanism  we  are  discussing  involves  an  advancing  centre.  Sup- 
pose the  pen-knife  which  I  hold  between  my  thumb  and  finger  rep- 
resents a  transverse  diameter  of  the  head,  the  finger  and  thumb 
corresponding  to  the  soft  parts  compressed  by  these  diameters 
within  the  pelvic  cavity.  Now  if  we  take  the  number  forty  to  repre- 
sent the  force  of  traction  directly  from  the  central  point  between 
the  two  extiemities,  acting  equally  on  both,  will  any  one  claim  that 
the  friction  and  danger  to  the  soft  parts  will  be  less  when  both 
extremities  advance  by  the  force  of  traction  represented  by  twenty, 
than  it  will  be  if  the  left  extremity  advances  by  the  tractive  force 
of  twenty,  while  the  right  only  advances  by  a  tractive  force  rep- 
resented by  five?  On  the  right  side  the  impinging  force  is 
seventy-five  per  cent.  less.     It  seems  to  me  that  by  this  process, 
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alternating  from  one  side  to  the  other,  the  danger  to  the  soft  parts 
is  obviously  three-eighths  less  than  when  both  extremities  advance 
with  the  same  rapidity.  I  am  sure  that  no  one  will  understand 
me  as  advocating  an  extreme  swaying  motion,  to  and  from  one 
side  to  the  other. 

As  I  have  already  exceeded  the  time  allowed  to  each  speaker 
in  a  discussion,  I  will  only  add,  that  the  purpose  of  the  forceps  is 
to  aid  in  effecting  what  should  be  the  normal  mechanism  of  labor, 
and  that  as  a  precaution,  I  almost  invariably  remove  them  as  the 
head  is  making  its  exit  through  the  vulva. 

Dr.  Storer,  of  Boston,  — I  wish  to  allude  to  one  of  the  powers 
of  the  forceps,  namely,  compression. 

It  is  exceedingly  important  to  define  how  much  compression 
should  be  made.  Once  while  walking  in  the  streets  of  Boston 
with  a  professional  friend,  Dr.  James  Jackson,  we  met  a  man  to 
whom  he  directed  my  attention.  The  man  had  upon  each  parietal 
bone  a  deep  depression,  the  cause  of  which  I  w^as  unable  to  deter- 
mine. The  doctor  said,  "the  first  time  I  ever  applied  the  forceps 
was  to  that  man's  head."  The  man  was  deficient  in  intellectual 
powers  and  died  at  the  age  of  thirty  almost  an  idiot.  I  only 
mean  to  say  that  too  great  pressure  upon  the  head  may  destroy 
the  man. 

I  apply  the  forceps  sometimes,  and  my  plan  is  to  exert  traction 
in  the  direction  of  the  strait  which  the  head  occupies.  I  do  not 
believe  in  this  see-saw  motion,  but  in  direct  traction. 

Dr.  Penrose.  —  I  do  not  know  that  it  is  exactly  fair  for  me 
to  express  my  views,  because,  unfortunately,  I  was  not  present  at 
the' commencement  of  the  reading  of  the  paper.  I  would,  how- 
ever, say  something  of  my  old  teacher.  Dr.  Hugh  L.  Hodge.  He 
said  that  the  forceps  were  to  be  used  as  compressors,  tractors,  and 
levers. 

First,  as  compressors,  I  usually  compress  the  head  just  enough 
to  make  it  and  the  blades  of  the  forceps  one,  or  in  other  words  so 
that  the  forceps  will  not  slip.  I  think  we  are  justified  under  cer- 
tain circumstances  in  this  compression. 

Now  as  levers,  Dr,  Hodge's  teachings  were  these :  The  for- 
ceps are  to  be  used  as  levers  only  to  assist  the  use  of  the  forceps 
as  tractors.  I  only  rise  to  claim  this  merit  for  Dr.  Hodge's 
teachings, 

Dr,  Thomas,  of  New  York. —  In  this  discussion  it  appears  to 
me  that  one  of  the  functions  of  the  forceps  has  been  left  unmen- 
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tioned.  The  forceps  are  tractors,  levers,  and,  in  addition,  rotators 
of  the  fetal  head ;  but  this  is  not  the  special  question  under  de- 
bate. The  point  at  issue  is  this,  —  in  using  the  forceps  as  tractors, 
is  it  better  to  pull  steadily  downwards,  or  to  add  to  such  force  a 
swaying  movement  from  side  to  side,  the  so-called  "pendulum 
movement  ?  " 

My  impression  is,  that  this  should  be  the  obstetrician's  rule  ; — 
if  it  is  possible  to  deliver  by  traction  alone,  it  alone  should  be 
resorted  to  ;  but  where  great  difficulty  attends  delivery  by  this 
means,  the  pendulum  movement  may  be  employed  as  an  adjuvant- 
If  the  forceps  are  used  early  in  labor,  and  where  no  great  dispro- 
portion exists  between  head  and  pelvis,  traction  alone  will  answer 
the  purpose.  But  suppose  the  labor  has  had  a  duration  of  two 
or  three  hours,  with  the  head  firmly  fixed  in  the  pelvic  cavity, 
and  the  tissues  of  the  vagina  have  commenced  to  be  edematous  ? 
The  head  is  pressing  upon  both  arteries  and  veins,  but  the  ar- 
teries are  not  interfered  with  to  such  an  extent  as  are  the  veins, 
and  the  consequence  is  an  obstruction  to  the  uterine  circulation. 
The  head  is  then  soon  surrounded  by  edematous  tissues,  and  a 
slight  lateral  motion  given  to  the  forceps  is  of  the  greatest  pos- 
sible advantage.  I  should  say,  therefore,  use  the  forceps  as 
tractors  when  you  can  do  so  without  other  motion,  but  when  a 
certain  amount  of  edema  of  the  vaginal  tissues  is  present  it  can 
be  overcome  most  readily  by  a  slight  swaying  movement  of  the 
instrument,  for  in  that  manner  you  will  gradually  overcome  the 
existing  edema  which  has  been  an  obstruction  to  the  passage  of 
the  head. 

Dr.  Smith  alluded  in  his  paper  to  certain  similes.  He  says, 
suppose  you  drive  a  nail  into  a  piece  of  hard,  polished  wood,  what 
method  of  extraction  would  you  employ,  in  order  to  damage  the 
wood  as  little  as  possible  ?  But  in  place  of  this  hard,  polished 
wood,  take  a  piece  of  soft  pine,  soak  it  in  water,  and  into  this 
drive  your  nail.  Now  attempt  its  extraction  by  direct  traction 
alone  and  I  think  you  will  soon  find  out  your  mistake.  I  re- 
gard the  comparison  which  Dr.  Hicks  has  made,  that  of  placing 
a  ring  upon  the  finger  and  leaving  it  there  until  marked  edema  is 
produced,  as  a  better  one  to  illustrate  my  point.  Try  to  remove 
the  ring  with  a  steady  pull,  and  I  think  every  one  of  us  will  come 
to  the  conclusion  that  this  is  not  the  most  expeditious  plan.  The 
very  action  which  would  have  been  superfluous  in  removing  the 
ring  before  the  edema  had  occurred  now  becomes  indispensable, 
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and  it  strikes  me  that  one  would  first  pull  and  then  move  it  from 
side  to  side. 

Dr.  Smith's  paper  is  an  exceedingly  valuable  one,  but  I  think 
he  goes  a  little  too  far  in  condemnation  of  lateral  motion. 

Dr.  Goodell,  of  Philadelphia.  —  To  my  extreme  regret  I  was 
not  able  to  hear  Dr.  Smith's  paper,  but  from  a  long  acquaintance 
with  his  views  on  this  subject,  I  think  that  I  can  reasonably  infer 
what  was  their  scope.  While  I  am  willing  to  admit  that  Dr. 
Smith's  statements,  with  regard  to  the  lateral  movement  of  the  for- 
ceps are,  in  bulk,  true,  yet  I  can  hardly  say  that  they  are  so  in  de- 
tail. The  proof  of  the  pudding  is  in  the  eating,  and  I  know  from 
an  experience  which  cannot  be  gainsaid,  that  advance  is  gained  by 
making  a  to  and  fro  traction  on  the  handles  of  the  forceps.  Apart 
from  this  empirical  experience,  reason  tells  me  that  there  are  me- 
chanical advantages  in  it.  No  pelvis  is  perfectly  symmetrical,  no 
head  accurately  fits  it,  no  forceps  are  exactly  adjusted  to  the  sides 
of  the  child's  head,  and  no  one  can  tell  whether  he  is  making 
traction  in  the  axis  of  that  pelvic  plane  in  which  the  head  hap- 
pens to  lie.  Now,  by  making  this  to  and  fro  and  slightly  rotatory 
movement,  the  head  is  made  to  impinge  more  forcibly  on  the 
points  where  it  is  nipped.  Being,  therefore,  bent  in  at  these 
points,  the  head  bulges  out  in  the  more  roomy  portions  of  the 
pelvis,  and,  consequently,  becomes  better  moulded  to  the  bony 
canal.  The  illustration  which  Dr.  Smith  has  drawn  between  the 
extraction  of  a  nail  and  that  of  the  head  is  a  faulty  one,  because 
the  nail  is  hard  and  incompressible,  while  the  head  is  soft  and 
compressible.  Again  :  since  no  one  can  tell  whether  the  direct 
traction  he  is  making  on  the  forceps  coincides  with  the  axes  of  the 
different  pelvic  planes,  it  stands  to  reason  that  at  some  point  in 
the  pendulum-excursions  of  the  forceps-handles  he  must  make 
traction  absolutely  in  the  axis  of  the  implicated  plane.  I  there- 
fore think  that  great  mechanical  advantages  are  gained  by  these 
movements. 

With  regard  to  the  opinion  that  these  lateral  movements  are 
more  dangerous  to  the  mother  than  direct  traction,  I  so  fully 
agree  with  Dr.  Smith  that  I  rarely  resort  to  them,  and,  when 
driven  to  them,  make  the  excursions  short  and  slow. 

Dr.  Smith.  —  I  am  sorry  that  I  stand  alone  in  this  discussion 
among  so  able  antagonists,  but  I  am  not  convinced.  The  only 
arguments  in  favor  of  the  lateral  movement  of  the  forceps  are,  in 
the  first  place,  that  advanced  by  Dr.  Goodell,  that  the  lateral  move- 
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ment  is  in  fact  compressing  the  child's  head.  I  mentioned  in  my 
paper  that  that  was  exactly  the  effect  produced  by  the  lateral 
movement.  It  changes  the  relation  of  the  child's  head  to  the 
pelvis,  and  compression  by  the  blades  of  the  instrument  is  in- 
creased. But  the  position  I  take  is  this,  that  if  the  effect  of  the 
lateral  movement  is  compression,  why  not  make  that  compres- 
sion to  the  same  degree  simply  by  the  blades  of  the  forceps,  and 
thereby  escape  the  danger  to  the  mother's  tissues  by  the  lateral 
movement?  I  agree  with  Scanzoni  that  we  should  use  such  com- 
pression as  is  necessary  to  remove  the  pressure  from  the  tissues, 
and  by  so  doing  we  remove  the  friction.  It  is  because  of  the 
impaction  of  the  head  against  the  pelvic  walls  that  it  does  not 
advance,  and  compression  alone  without  traction  is  vastly  pre- 
ferable to  leverage  without  traction.  If  you  make  compression 
and  keep  the  handles  of  the  forceps  in  the  median  line,  maintain- 
ing the  compression  just  sufficiently  to  diminish  friction,  the  vis 
a  tergo  will  crowd  the  head  downwards.  If,  therefore,  as  Dr. 
Goodell  has  claimed,  leverage  acts  advantageously  with  compres- 
sion, how  much  better  to  use  compression  and  take  away  the  dan- 
ger which  comes  from  the  leverage  movement. 

In  regard  to  Dr.  Thomas'  argument  of  the  nail  in  the  soft  board, 
it  is  simply  confirmatory  of  my  position.  The  lateral  swaying  of 
the  nail  does  force  away  the  soft  wood,  and  it  does  swell  up  again 
to  fill  the  hole  left :  and  so  do  the  soft  pelvic  tissues :  they  are  com- 
pressed and  contused  against  the  pelvic  walls,  and  then  swell  up 
and  fill  the  vaginal  cavity  and  sometimes  slough  away  afterwards. 
And  in  reference  to  Dr.  Barker's  remarks  I  would  say  that  the 
body  passing  through  the  pelvic  canal  is  not  a  linear  body  lying 
across  the  canal.  It  is  an  ovoid  body  and  cannot  be  compared 
to  a  knife  handle. 

When  there  is  e,dema  of  the  vagina  during  the  passage  of  the 
child's  head  I  cannot  see  why  gentle  compression  and  downward 
traction  will  not  more  readily  effect  the  extraction  of  the  head 
than  by  using  the  lateral  motion. 

Dr.  Barker  has  asked  me  if  I  have  any  objection  to  making  use 
of  the  forceps  to  correct  the  position.  I  will  say  that  I  do  not  be- 
lieve in  the  use  of  the  forceps  as  rotators.  I  believe  that  the  pel- 
vis itself  rotates  the  head.  I  believe  in  allowing  the  forceps  to 
rotate  precisely  as  the  German  School  believe  in  allowing  the 
head  to  rotate  in  the  grasp  of  the  forceps.  I  can  see  no  simi- 
larity between  the  flexion  of  the  head  by  means  of  the  forceps  to 
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bring  it  into  position  and  the  backward  and  forward  swinging 
movement.  This,  like  traction,  should  be  a  steady  movement. 
Nor  do  I  see  any  analogy  between  the  steady  changing  of  the  re- 
lation of  the  handles  to  the  horizontal  line,  nor  the  gradual  rota- 
tion of  the  lock  as  the  head  advances  in  its  rotation  in  the  pelvis, 
to  the  pendulum  movement  of  the  handles. 

Now  all  my  opponents  have  agreed  that  the  leverage  motion  is 
dangerous,  and  yet  all  propose  to  use  a  little  of  it ;  but  if  danger- 
ous why  use  it  ?  Now,  I  object  to  the  use  of  this  leverage  in  toto. 
It  is  no  aid  to  labor  ;  if  the  head  advances  when  it  is  used,  it 
does  so  in  spite  of  it. 

I  understand  Dr.  Barker  to  say  that  he  knows  of  no  one  who 
relies  upon  this  swaying  motion.  I  would  refer  him  to  Dr. 
Barnes,  who  says  that  the  leverage  movement  is  alone  sufficient 
to  effect  delivery  without  any  traction. 

Now,  I  agree  with  one  of  the  speakers,  that  "  the  proof  of  the 
pudding  is  in  the  eating."  I  know  by  constant  and  uniform  ex- 
perience that  I  can  deliver  a  child's  head  with  vastly  less  force 
by  direct  traction  than  by  leverage.  A  great  deal  has  been  said 
about  dislodging  a  fixed  head.  The  head  is  always  fixed  by  re- 
sistance, and  I  cannot  understand  how  it  is  fixed  at  any  one 
point.  Some  speak  of  loosening  the  head  as  if  it  were  a  mass 
of  adhesions. 

I  believe  that  no  one  has  thus  far  attempted  to  answer  the 
main  argument  that  I  advanced,  namely,  that  traction  without 
lateral  leverage  is  economy  of  force. 
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INANITION  OF  PREGNANCY.     INTESTINAL 

INHAUSTION,  AN  IMPORTANT  FACTOR 

AND  THE  TRUE  SOLUTION    OF   ITS 

EFFICIENCY. 

BY  HENRY   F.   CAMPBELL,   M.   D., 
Augiista,  Ga. 

The  introduction  of  nutrient  materials  by  the  rectum, 
in  various  conditions  of  obstruction  or  of  other  disability 
in  the  upper  portions  of  the  alimentary  canal,  has  of  late 
been  somewhat  widely  discussed.  In  the  present  paper,  I 
propose  to  consider  it  briefly  in  one  of  its  most  obvious 
applications,  which,  it  appears  to  me,  considering  the  com- 
paratively frequent  demand  for  it,  has  received  but  slight 
attention.  Neither  in  recent  disquisitions  nor  in  the  refer- 
ences made  to  it  in  standard  works,  do  we  find  more  than  a 
secondary  importance  given  to  rectal  alimentation,  as  a  re- 
liable means  of  sustaining  life  in  the  dangerous  condition 
to  which  women  are  brought  by  the  persistent  and  uncon- 
trollable vomiting  of  the  earlier  months  of  gestation.  The 
condition  of  the  patient,  in  the  severer  cases,  has  ever  been 
regarded  as  one  for  grave  consideration.  We  scarcely  ever 
encounter  in  books,  however,  any  representation  which  por- 
trays the  hopeless  suffering  of  the  patient,  as  it  will  be 
found  in  the  recollections  of  any  one  who  may  have  had 
the  misfortune  to  see  death  by  starvation  threatening  his 
patient  and  her  unborn  offspring,  while  he,  with  futile  ef- 
forts, tries  to  stay  the  progress  of  the  hunger  and  emacia- 
tion which  seem  steadily,  day  by  day  and  hour  by  hour,  to 
be  taking  them  to  the  grave. 

I  will  not  delay  this  meeting  with  the  detail  of  author- 
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ities.  It  is  sufficient  here  to  remind  the  Fellows  present, 
that  a  state  so  hopeless  is  often  enough  arrived  at,  from 
the  nausea  and  inanition  of  pregnancy,  to  constitute  it, 
in  the  minds  of  a  large  proportion  of  our  profession,  one 
of  the  very  few  conditions  which  authorize  —  nay,  which 
make  it  the  imperative  duty  of  the  obstetrician  to  sacrifice 
the  fetus  by  induced  abortion,  as  the  only  means  of  saving 
the  life  of  the  mother.^ 

My  single  purpose  now  is  to  present  "  Rectal  Alimen- 
tation," as  it  has  been  aptly  designated,  as  finding  in  the 
nausea  and  inanition  of  pregnancy  a  fuller  and  more  fre- 
quent application  than  in  any  of  those  conditions  of  sto- 
machic disability  so  frequently  discussed  or  than  has  here- 
tofore been  distinctly  recognized  by  the  profession  even 
when  treating  of  the  measure  as  an  expedient  of  nutrition  ;2 
and  further,  to  call  attention,  by  an  illustrative  case,  to  the 
efficiency  of  the  measure,  and  to  the  rationale  of  its  suc- 
cess. In  the  recent  discussions  of  the  subject,  such  as 
occurred  in  the  New  York  Academy  of  Medicine  last  year, 
most  valuable  information  in  regard  to  rectal  nutrition  in 
its  general  application  was  elicited ;  and  in  the  communica- 
tion made  by  Dr.  Austin  Flint,  will  be  found,  perhaps,  the 
largest  collection  of  cases  to  be  seen  in  any  one  paper. 

^  "  The  subject  of  excessive  vomiting  in  pregnancy,  involving  the  life 
of  the  mother,  has  recently  attracted  much  attention.  In  1852  there 
was  a  remarkable  discussion  in  the  French  Academy  of  Medicine,  em- 
bracing more  particularly  the  question  —  Is  it  ever  justifiable  to  induce 
abortion  in  cases  of  excessive  vomiting  t  The  discussion  grew  out  of 
a  report  submitted  to  the  Academy  by  M.  Cazeaux,  and  there  was 
much  conflict  of  opinion  on  the  subject,  the  ultimate  decision  being  of 
a  mixed  character.  It  is  conceded  that  pregnant  women  have  occa- 
sionally died  from  the  effects  of  vomiting ;  there  are  some  striking 
instances  recorded,  and  I  am  quite  sure  the  unrecorded  experience  of 
practitioners  could  furnish  many  more  examples."  —  Principles  and 
Practice  of  Obstetrics,  by  Gunning  S.  Bedford,  A.  M.,  M.  D.,  New 
York,  1866,  p.  671. 

2  Dr.  Austin  Flint,  in  a  most  instructive  communication  on  Rectal 
Alimentation  (see  American  Practitioner,  January,  1878),  though 
presenting  a  list  of  the  conditions  in  which  it  may  be  applicable,  does 
not  once  refer  to  the  nausea  and  inanition  of  pregnancy. 
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The  perfect  efficiency  of  the  method  is  there  shown.  Nu- 
trition was  maintained  in  a  number  of  patients,  ranging 
in  time  from  three  weeks  to  five  years — the  majority  of 
them  by  rectal  diet  alone,  while  in  others,  buccal  ingestion 
constituted  so  inconsiderable  a  part  of  the  supply,  as  in  no 
way  to  vitiate  the  assumption  that  "  life  may  be  sustained 
indefinitely  solely  by  rectal  introduction  of  aliments."  Sug- 
gestions as  to  its  applicability  to  the  nausea  and  persistent 
vomiting  of  pregnancy,  were  incidentally  made  by  distin- 
guished Fellows  of  the  Society.^ 

In  a  hasty  review  of  the  subject,  I  find  that  many  authors 
who  regard  excessive  nausea  and  vomiting  as  very  serious, 
still  do  not  even  mention  rectal  nutriment,  while  some  who 
do  refer  to  it  attach  little  importance  to  it.  Dr.  Davis,  of 
London,^  says  :  "  It  has  been  attempted  to  convey  nutri- 
ment to  patients  incapable  of  receiving  any  through  the 
stomach,  in  consequence  of  its  being  instantly  rejected,  by 
the  absorbents  of  the  skin,  by  means  of  rubbing  milk,  etc.  ; 
more  nutriment,  however,"  he  continues,  "may  be  intro- 
duced into  the  system  by  clysters."  Its  association  here 
with  "  rubbing  milk  into  the  skin  "  certainly  gives  us  no 
very  high  idea  of  his  estimate  of  the  value  of  "  nutriment 
by  clysters." 

Moreau  says :  "If  vomiting  be  very  frequent,  it  occa- 
sions pain  and  an  agitation  which,  in  some  instances,  may 
oppose  the  progress  of  pregnancy  and  produce  abortion ; 
at  other  times  it  interferes  with  the  nutrition  of  the  woman, 
and  gives  rise  to  emaciation  and  consequent  irritability 
which,  in  some  rare  cases,  may  prove  fatal."  He  gives 
elaborate  directions  concerning  medication  and  nutriment, 
but  does  not  mention  the  rectal  administration  of  either 
among  his  expedients.  In  his  discussion  of  the  severer 
cases,  M.  Cazeaux  devotes  an  unusual  number  of  pages  to 
the  subject ;  he  dwells  at  length  upon  the  apparent  extreme 
danger  of  some  cases,  suggests  every  expedient  by  which 
stomachic  nutrition   may  be  maintained  and  his  especial 

1  Dr.  Fordyce  Barker  and  the  late  Dr.  E.  R.  Peaslee. 

2  Obstetric  Medicine,  London,  1836,  p.  860. 


HENRY  F.    CAMPBELL.  2^1 

horror,  induced  abortion/  avoided,  and  yet  he  does  not 
mention  nutrient  injections  among  them.  Dr.  Hodge  ^  also 
abounds  in  remedies  and  devices  to  arrest  the  exhausting 
and  distressing  symptoms  of  this  complication  of  preg- 
nancy, but  makes  no  reference  to  rectal  alimentation.  Dr. 
Elliott,^  however,  in  the  report  of  a  fatal  case  in  which  the 
induction  of  premature  labor  was  practiced,  says  :  "  Sup- 
porting treatment "  was  resorted  to  by  the  mouth  and  rec- 
tum ;  but  she  steadily  lost  ground  from  the  date  of  her 
admission." 

Leishman  *  expresses  himself  as  follows  :  "  In  some  cases 
where  the  irritability  of  the  stomach  seems  merely  to  be 
increased  by  food  and  drink,  it  will  be  proper  for  us  to  sus- 
tain the  powers  of  nature  by  nutritive  enemata;"  but  he, 
like  Davis,  again  lessens  our  idea  of  his  confidence  in  the 
measure  by  adding,  "  and  availing  ourselves  of  the  proba- 
bility of  ingestion  by  the  skin,  we  may  give  warm  baths  to 
which  gelatinous  matter  in  any  form  may  be  added  ;  or  in- 
unction by  means  of  cod  liver  or  other  oil  may  be  prac- 
tised." 

Neither  time  nor  the  scope  of  these  remarks  will  allow 
of  further  rehearsal  of  the  estimate  put  by  authorities  upon 
this  expedient. 

1  have,  for  many  years,  regarded  nutrient  enemata  as  a 
valuable  stand-by  in  all  cases  in  which  the  ability  to  take 
food  naturally  was,  from  any  cause,  long  delayed,  and 
among  these  have  recommended  the  measure  for  short  pe- 
riods, in  the  severer  cases  of  gravid  nausea.^  In  many  of 
these  cases,  there  was  no  particular  danger  of  inanition, 
but  the  expedient  was  suggested  by  me  to  relieve  the  stom- 

^  According  to  his  estimate  one  in  seven  is  the  average  of  escapes 
from  death  after  the  operation.  He  thinks  the  most  desperate  case,  as 
he  cites  several  to  show,  has  a  better  chance  on  the  expectant  plan 
with  such  nutriments  as  can  be  retained  than  in  the  resort  to  induced 
abortion.     Op.  cit,  p.  277. 

2  Principles  and  Practice  of  Obstetrics.,  1866. 

*  Obst.  Clinic^  1868,  p.  167. 

*  System  of  Midwifery.,  i875,  P-  222. 

5  The  term  "  gravid  nausea  "  is  here  adopted  for  its  brevity. 
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ach,  and  to  supplement,  for  a  while,  the  deficiency  in  its 
supply  of  nutriment  to  the  system.  Among  common  cases, 
I  can  refer  to  one  of  paralysis  in  the  muscles  of  deglu- 
tition from  diphtheria,  where  rectal  nutrition  had  to  be  ex- 
clusively relied  upon,  for  many  weeks,  until  the  disability 
subsided  ;  and  another  of  constriction  of  the  fauces  from 
traumatic  tetanus,  in  which,  though  fatal,  the  patient  him- 
self (the  late  George  M.  Newton,  Professor  of  Anatomy  in 
the  Medical  College  of  Georgia)  proposed  the  operation  of 
esophagotomy,  but  was  for  many  days  relieved  of  the  pangs 
of  hunger  and  thirst  by  the  ingestion  of  beef  tea  and  water 
by  the  rectum.  Another  case,  which  I  have  not  seen  're- 
ferred to  in  any  recent  discussion,  is  that  of  Dr.  Marshall 
Hall,  of  London.  Though  suffering  from  an  obstructive 
cancerous  affection  of  the  esophagus,  he  yet,  with  a  noble 
zeal,  continued  his  labors  during  many  months,  in  which 
he  was  physically  sustained  almost  entirely  by  nutrient 
enemata. 

In  my  own  experience,  as  I  have  just  said,  rectal  alimenta- 
tion has  not  been  by  any  means  always  applied  as  a  dernier 
ressort  in  hopeless  cases,  but  as  an  expedient  for  supple- 
menting inadequate  nutrition  by  the  stomach.  An  injec- 
tion of  beef  tea  once  daily  has  been  in  many  cases  a  pre- 
ventive of  that  exhaustion  and  extreme  emaciation  which  I 
am  certain  would  otherwise  have  resulted. 

But  few  extreme  cases  of  gravid  nausea  and  vomiting  can 
be  expected  to  occur  in  the  experience  of  any  one  physi- 
cian, and  still  more  rarely  does  it  happen  that  the  oppor- 
tunity for  daily  personal  observation  is  afforded  throughout 
the  continuance  of  a  case.  The  following  somewhat  pro- 
longed case,  over  six  weeks,  is  the  occasion  of  the  present 
communication,  and  I  shall  therefore  present  in  detail  the 
result  of  my  observations  —  more  especially  such  as  re- 
late to  the  sustenance  of  the  patient  by  rectal  alimenta- 
tion :  — 
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Gravid  Nausea.  —  Nutrition  maintained  for  Fifty-two  Days 
by  Rectal  Alimentation  alone. 

August  24,  1874.  Mrs.  C.  M.  H.,  aged  about  twenty-nine 
years,  had  been  for  some  time  irregularly  under  my  treatment. 
She  had  expressed  apprehensions  that  conception  had  occurred. 
She  greatly  dreaded  the  condition  on  account  of  the  suffering 
she  had  endured  in  a  previous  pregnancy  which  had  been  marked 
by  considerable  nausea,  but  especially  did  she  fear  it  because  her 
life  had  been  despaired  of  from  anasarca,  at  about  the  fifth  or 
sixth  month.  At  the  present  time  she  had  lost  her  appetite,  vom- 
ited nearly  everything  she  ate  or  drank,  and  was  feeble  and  ema- 
ciated, though  she  had  not  as  yet  confined  herself  to  the  house. 

On  the  28th  of  August  I  was  called  to  see  her  and  found  that 
she  had  eaten  nothing  for  several  days,  and  that  her  suffering  from 
nausea  was  very  distressing.  The  pulse  was  feeble  and  irritable ; 
though  she  had  taken  neither  food  nor  drink,  I  found  her  vomit- 
ing large  quantities  of  a  glairy  fluid  from  the  stomach.  Owing 
to  her  utter  incapacity  to  take  food,  and  her  rapid  emaciation,  I 
regarded  the  case  with  unusual  apprehension,  and  saw  at  once 
that  I  had  no  ordinary  "  morning  sickness  "  to  deal  with,  but  a 
case  of  the  most  intractable  character.  Nutritive  enemata  of  or- 
dinary beef  tea,  with  the  addition  of  Borden's  condensed  beef, 
were  systematically  administered  from  this  time. 

Her  stomach  showed  such  irritability  that  medicines  by  the 
mouth,  no  less  than  food,  were  plainly  out  of  the  question.  Soda 
water,  champagne,  "Potion  de  Riviere,"  and  oxalate  of  cerium, 
had  all  been  tried  in  vain.  I  had  also  applied  a  blister  to  the 
epigastrium  without  in  any  degree  modifying  the  symptoms.  Mor- 
phine and  atropia  were  given  subcutaneously  to  quiet  nervous- 
ness. Suspecting  gravid  displacement  of  the  uterus  to  be  the 
cause,  postural  pneumatic  replacement  of  a  moderate  degree  of 
retroversion  was  readily  and  repeatedly  accomplished,  but  no  re- 
lief afforded.  Finding  that  leucorrhea  was  profuse,  I  decided  on 
a  specular  examination,  hoping  to  discover  in  the  condition  of  the 
cervix  some  adequate  excitor  of  the  exaggerated  hystero-neurosis 
of  the  stomach.-^     From  some  circumstance  this  lady's  husband 

^  "  I  am  persuaded,"  says  Dr.  Bennett,  "that  those  gastric  disorders 
and  obstinate  vomitings  which  so  often  bring  women  to  the  portals  of 
the  tomb,  are  almost  always  caused  by  inflammatory  ulcerations  of  the 
VOL.  in.  18 
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and  his  family  had  acquired  some  vague  knowledge  of  induced 
abortion  as  a  "sure  and  safe  expedient  for  the  relief  of  the 
nausea  of  pregnancy,"  and  before  I  had  myself  admitted  so  de- 
spairing an  idea,  it  was  urged  upon  me  by  them  with  much  per- 
sistency. I  now  requested  consultation  with  Professor  Joseph 
A.  Eve,  for  though  she  retained  all  the  rectal  nutriment,  and  also 
water  administered  two  or  three  times  a  day  in  the  same  way,  the 
nausea  was  but  little  abated.  Small  lumps  of  ice  or  teaspoonfuls 
of  water  when  taken  to  relieve  the  unpleasant  taste  in  the  mouth, 
often  caused  her  to  vomit  half  a  basinful  of  the  glairy  fluid  se- 
creted by  the  stomach,  sometimes  mixed  with  bile  and  often  with 
bluish  flocculi.  I  desired  that  Dr.  Eve  should  be  present  at  the 
specular  examination,  so  that  in  case  abortion  were  determined 
on  —  which  I  did  not  favor  —  the  process  might  be  begun  at  that 
time. 

September  20,  Examination  detected  general  redness  and  tu- 
mefaction of  the  vagina  and  cervix.  There  was  a  large  collection 
of  leucorrheal  fluid  in  the  speculum.  We  at  once  discovered  a 
considerable  superficial  but  well-defined  ulceration  near  the  os. 
The  edges  of  the  ulcer  were  somewhat  ragged,  and  the  surface 
was  covered  with  a  whitish  curdlike  deposit,  through  which  red 
bleeding  granulations  could  be  seen.  This  erosion  encroached 
somewhat  upon  the  external  os,  occupying  one  side  of  the  canal 
to  a  slight  extent.  Dr.  Eve  and  I  both  abandoned  even  the 
slight  idea  we  had  entertained  of  induced  abortion,  feeling  as- 
sured that  in  this  angry  and  irritable  erosion  we  had  discovered 
the  cause  of  the  nausea  and  vomiting  as  confidently  asserted  by 
Dr.  Henry  Bennett,  to  be  the  invariable  provocative  in  nearly  all 
cases. 

This  surface  was  freely  cauterized  with  the  solid  nitrate  of  sil- 
ver ;  but  I  am  sorry  to  say,  with  no  perceptible  immediate  effect 
upon  the  reflex  gastric  phenomena. 

Besides  the  repetition  of  the  blister  over  the  epigastrium,  the 
expectant  plan,  with,  if  possible,  a  more  regular  and  systematic 
application  of  the  rectal  nutriment,  was  the  result  of  our  confer- 
ence. The  failure  of  cauterization  and  the  continuance  of  the 
gastric  distress,  though  I  felt  confident  of  her  pretty  satisfactory 
well-doing  upon  rectal  alimentation  alone,  caused  the  family  again 

neck  of  the  womb."  "  For  my  own  part,"  he  adds,  "since  my  atten- 
tion has  been  directed  to  the  subject,  I  have  almost  invariably  found 
ulceration  of  the  neck  in  cases  of  this  kind." 
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to  urge  the  measure  of  induced  abortion.  Prof.  L,  A.  Dugas 
was  now  added  to  the  consultation. 

September  27.  The  patient  had  for  some  few  days  past  vomited 
less  of  the  fluid  secretion  —  she  had  not  pretended  to  take  either 
food  or  drink —  and  appeared  more  comfortable.  She  had  al- 
ways retained  the  rectal  nutriment  without  difficulty — seldom 
requiring  the  addition  of  any  opiate  as  at  first.  She  was  some- 
what more  cheerful  than  heretofore,  though  she  could  not  sit  up 
a  moment  without  retching.  On  examination  with  the  speculum, 
the  erosion  was  found  in  a  healing  condition,  and  it  was  decided 
not  to  repeat  the  application  of  nitrate  of  silver.  Tepid  injec- 
tions of  water  were  daily  applied  per  vaginam.  The  measure 
of  induced  abortion  was  fairly  considered,  but  there  was  no  dis- 
agreement as  to  its  rejection  —  especially  as  we  had  some  reason, 
though  there  was  neither  motion  nor  fetal  heart-sounds  per- 
ceptible, to  believe  the  fetus  to  be  alive.  The  M^ry  large  per- 
centage of  fatal  results  from  the  measure  under  the  circumstances 
of  our  case,  was,  of  course,  the  more  cogent  reason,  determining 
us  to  adhere  to  the  expectant  plan,  and  to  depend  upon  rectal 
alimentation.  We  all  agreed  that  the  evidences  of  an  adequate 
nutrition  by  the  rectal  introduction  of  food  were  amply  suffi- 
cient to  warrant  us  in  relying  upon  it,  to  secure  her  from  any 
danger  of  fatal  inanition. 

October  4,  10  A.  M.  From  August  25  to  the  present  time, 
Mrs.  H.,  though  frequently  distressed  with  nausea  and  unwilling, 
and,  I  believe,  unable  to  take  the  smallest  amount  of  nutriment 
or  drink  without  provoking  immediate  vomiting,  improved  in 
color,  increased  apparently  in  flesh  and  strength,  slept  well,  being 
scarcely  ever  awakened  by  the  gastric  disturbance.  She  was  also 
more  cheerful,  but  said  she  feared  she  should  always  be  obliged 
to  take  her  food  in  this  unnatural  way.  "  She  never  expected  to 
eat  again." 

October  4,  4  o'clock,  p.  M.  At  this  hour  Mrs.  H.  began  to 
complain  of  lumbar  and  uterine  pain.  Being  sent  for,  I  found 
abortion  in  progress,  though  at  my  morning  visit  there  had  been 
no  such  indication ;  the  os  uteri  was  well  dilated ;  there  was  no 
sanguinous  flow.  A  dead  fetus  of  three  and  one  half  months  was 
soon  easily  expelled.     The  womb  apparently  contracted  well. 

Contrary  to  all  our  expectations  and  hopes  we  found  that  the 
nausea  was  in  no  degree  abated  by  the  evacuation  of  the  uterus. 
In  reflecting  upon  this  case  subsequently  and  from  the  appear- 
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ance  of  the  fetus,  I  have  concluded  the  latter  must  have  been 
dead  for  some  time  previous  to  expulsion.  The  continuance  of 
nausea  before  the  abortion  was  one  of  our  grounds  for  supposing 
the  fetus  to  be  alive  ;  but  all  the  circumstances,  as  developed 
subsequently,  rather  militate  against  this  supposition. 

'  According  to  memoranda  carefully  kept  by  her  husband,  Mrs. 
H.  continued  to  be  distressed  with  nausea  and  to  be  nourished 
solely  by  the  enemata  for  fourteen  days  after  the  expulsion  of  the 
fetus,  and  for  a  much  longer  period  this  had  to  be  continued  as 
supplementary  to  her  very  gradually  returning  power  to  take  and 
retain  food  by  gastric  ingestion. 

During  this  time  she  improved  rapidly  in  flesh  and  in  color. 
We  at  this  time  added  a  solution  of  tartrate  of  iron  and  potassa, 
five  grains,  quinine,  five  grains,  and  sometimes,  stimulants  to  the 
nutrient  injections. 

Method  of  Rectal  Alimentation  in  the  above  Case, 

By  reference  to  the  note  recording  the  beginning  of  rec- 
tal nutrition  in  this  case,  it  will  be  seen  that  on  the  27th 
of  August,  in  order  to  inaugurate  properly  this  method  of 
nutrition,  I  began  by  administering  the  first  enema  in  the 
presence  of  the  attendant.  This  consisted  of  beef  tea  or 
beef  essence.  For  gastric  ingestion  this  fluid  is  skimmed 
and  decanted  so  as  not  to  offend  the  taste  of  the  patient  by 
the  oil  or  the  sediment,  the  clear  fluid  only  being  given. 
In  my  use  of  it  for  rectal  administration,  the  settlings  and 
also  the  oily  particles  are  retained,  in  order  to  render  the 
ingestion  more  nutritious.  In  addition  to  the  beef  essence 
I  added  to  each  injection  of  eight  ounces  one  teaspoonful 
of  Borden's,  or  Leibig's,  or  sometimes  Valentine's,  condensed 
preparation  of  meat. 

There  are  various  opinions  as  to  the  nutrient  properties 
of  ordinary  beef  tea,  and  therefore  the  condensed  prepara- 
tion in  some  one  of  the  above  forms  v^as  alw^ays  added  to 
insure  a  double  chance  that  our  rectal  food  should  possess 
adequate  nutrient  elements.  Other  articles  were  at  times 
added,  such  as  rice-water,  arrow-root,  jelly,  gruel,  etc.,  blanc- 
mange, custard,  whipped  cream,  etc.,  and  used  as  found  con- 
venient, but  always  with  the  beef  tea  strongly  made. 
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On  the  application  of  the  first  injection  —  an  ordinary- 
tumblerful  of  beef  tea  —  there  was  some  tendency  to  evac- 
uation, continuing  but  a  short  time  when  the  bowel  was 
rendered  tolerant  by  a  pressure  against  the  levator  ani. 

Notes  on  the  Process  of  Administration. 

The  mixture  above  described  was  that  ordinarily  used 
in  the  case.  A  large  gobletful,  —  at  least  half  a  pint,  — 
perhaps  ten  ounces,  was  injected  twice  daily.  The  pro-, 
pulsion  of  the  fluid  was  very  slowly  and  gently  made  till 
the  vessel  was  entirely  exhausted.  By  care  in  excluding 
the  air,  there  was  seldom  any  danger  of  losing  an  enema  — 
large  as  they  were  —  and  I  cannot  remember  a  single  occa- 
sion during  the  treatment  in  which  an  entire  injection  was 
lost.  In  addition  to  the  nutriment  thus  given  the  drink  of 
the  patient  was  represented  in  the  rectal  administration  of 
water  with  or  without  the  addition  of  wine  or  brandy,  as 
appeared  suitable  to  the  condition  and  feelings  of  the  pa- 
tient. During  the  interval  of  the  morning  and  evening 
injections  a  full  goblet  of  water,  not  quite  cold,  was  twice 
given  some  hours  apart. 

In  addition  to  the  records  above  presented  such  as  the 
generally  beneficial  effect  of  the  rectal  ingestion  of  food, 
etc.,  there  are  certain  observations  which  I  have  reserved 
for  separate  mention,  intending  to  discuss  but  one  of  them 
at  any  length. 

First.  That  the  rectal  aliment  seemed  always,  as  has  been 
observed  in  other  reports  of  cases,  to  relieve  the  patient  of 
the  feeling  of  hunger  and  "sinking"  in  the  epigastrium 
which  often  marks  prolonged  abstinence,  and  from  which 
she  sometimes  suffered  when  the  injection  was  delayed. 
The  injection  of  the  water,  often  called  for  by  the  patient 
on  account  of  the  dryness  of  the  mouth  and  fauces,  —  in- 
creased, I  suppose,  by  the  atropia  and  morphine,  —  also 
relieved  her  thirst  promptly,  as  well  as  the  dryness  in  the 
mouth,  for  hours  at  a  time. 

Secondly.  The  alvine  discharges  were  quite  natural  — 
**  figured  passages "    though  by  no  means    regular  ;   they 
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generally  occurred  once  or  at  most  twice  during  the  week. 
In  no  instance  that  they  were  examined,  was  there  found 
any  trace  of  the  articles  used  for  nourishment.  The  dis- 
charges were,  when  iron  was  not  used,  properly  colored 
with  bile,  and  always  solid.  The  amount  of  fecal  matter 
passed  was  much  less  than  the  average  of  health. 

Thirdly.  The  urine,  which  was  not  tested,  either  as  to  its 
specific  gravity  or  its  constituents,  was  somewhat  less,  I 
should  think,  than  that  of  health,  generally  of  rather  a  pale 
amber  color,  but  sometimes  dark  and  reddish.  There  was 
no  irritability  of  the  bladder  or  vesical  mucus.  The  large 
quantity  of  fluid  sometimes  vomited  may  possibly  have 
caused  a  diminution  in  the  amount  of  urine. 

Fourthly.  Intestinal  movements.  —  For  a  very  large  por- 
tion of  the  time  during  which  this  patient  was  under  treat- 
ment, emaciation  was  extreme,  and  the  abdominal  wall  very 
thin,  thus  affording  the  best  possible  opportunity  for  observ- 
ing the  effect  of  the  introduction  of  aliments  upon  the  intes- 
tinal canal.  On  the  completion  of  the  injection  more  or  less 
gurgling  within  the  abdomen,  and  some  obscure  movements 
of  the  intestines  were  often  perceptible.  At  first,  these 
were  regarded  as  an  indication  that  the  nutritive  enema 
was  provoking  peristaltic  action  which  might  cause  it  to  be 
expelled.  On  several  occasions,  I  inquired  of  the  patient 
if  she  felt  any  uneasiness  indicating  the  loss  of  the  injec- 
tion. Her  answer  at  first  surprised  but  also  satisfied  me 
as  to  the  perfect  safety  of  the  retention  :  "  No,  doctor,  that 
sound  and  movement  always  follows  the  enema  —  it  is 
sometimes  perceived  at  once  and  sometimes  later,  but  I 
always  feel  easier  after  that  rumbling  takes  place.  I  think 
it  is  the  beef-tea  going  up  into  my  bowels,  for,  after  that,  I 
never  feel  any  disposition  to  pass  it  off."  Daily  personal 
observation  fully  convinced  me  of  the  fact  that  the  move- 
ment was  an  upward  one.  It  continued  sometimes  for  more 
than  an  hour  in  a  less  obvious  manner,  as  was  noted  by  the 
patient  and  an  intelligent  relative  in  constant  attendance. 
"  Upon  this  hint  I  speak,"  for  upon  this  observation  and 
the  interpretation  I  hope  legitimately  to  give  it,  mostly  de- 
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pends  the  principal  value  of  the  case,  iji  the  discussion  of 
the  rationale  of  rectal  alimentation.  I  shall  refer  again  to  it 
as  the  evidence  of  reverse  peristalsis,  or,  as  I  would  prefer, 
retro-stalsis,  which,  as  will  be  seen  hereafter,  I  can  but 
regard  as  a  most  important  though  heretofore  unrecognized 
factor  in  the  efficiency  of  all  the  devices  for  rectal  feeding. 

Mr.  President,  —  It  has  been  neither  for  the  purpose 
of  reporting  a  case  of  but  moderately  prolonged  sustenance 
by  rectal  nutrition,  that  I  have  presented  this  paper  to  the 
Society  ;  nor  as  a  mere  novelty  have  I  detailed  the  phenom- 
ena as  observed  by  me  for  over  seven  weeks.  There  are 
on  record,  as  we  have  seen,  many  cases  affording  equal, 
and  some  of  them  much  more  striking  proofs  of  the  ade- 
quacy of  rectal  alimentation  to  sustain  life  over  protracted 
periods  of  time,  —  three  months,  twelve  months,  three 
years,  and  even  five  years,^  have  passed  during  which  per- 
sons have  been  nourished  by  food  introduced  solely  from 
this  direction.  These  were  cases  in  which,  as  in  my  own, 
there  was  no  other  possible  avenue  by  which  pabulum  could 
find  access  to  the  blood.  My  object  has  been  far  different, 
and  my  endeavor  more  comprehensive.  I  have  desired  to 
present  certain  relations  in  which,  in  this  case,  I  have  been 
afforded  the  opportunity  of  studying  phenomena  that  might 
transpire  unobserved  and  uninterpreted  during  years  of 
successful  rectal  feeding.  I  desire  to  awaken  the  interest 
of  others  —  to  elicit  impartial  discussion  upon  the  obscure 
and  heretofore  little  explored  field  of  research  that  pertains 
to  the  physiology  or  rationale  of  rectal  nutrition. 

The  little  importance  attached  to  this  method  of  inges- 
tion, until  a  very  recent  date,  has,  I  think,  been  principally 
due  to  two  prominent  causes  or  rather  methods  of  reasoning 
upon  the  subject:  — 

First.  As  the  rectum  and  even  the  colon  are  compara- 
tively devoid  of  lacteal  vessels,  much  incredulity  exists  as 

^  Most  of  these  will  be  found  referred  to  in  the  discussion  before 
the  New  York  Academy  of  Medicine,  and  given  more  fully,  perhaps, 
in  Dr.  Flint's  paper,  "  Cases  Illustrative  of  Rectal  Alimentation,  with 
Remarks,"  in  the  American  Practitioner  for  January,  1878. 
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to  their  power  of  absorbing  and  carrying  to  the  blood  ali- 
ment in  any  degree  adequate  to  the  sustenance  of  life. 

Seco7tdly.  Even  were  the  rectum  abundantly  possessed 
of  lacteals,  and  endowed  with  the  most  active  powers  of  lac- 
teal as  well  as  of  venous  absorption,  neither  of  these  modes 
of  ingress  could  be  utilized,  on  account  of  that  thorough 
disintegration  and  solution,  so  indispensable  to  nutrient  ab- 
sorption and  assimilation,  being  entirely  deficient,  in  the 
absence  of  those  chemico-vital  '^  digestive  fluids  ;"  the  gas- 
tric juice,  the  bile,  the  pancreatic  juice,  and,  perhaps,  the 
secretions  of  the  small  intestine,  so  necessary  to  the  solu- 
tion, attenuation,  and  proper  elaboration  of,  alimentary  mat- 
ters preparatory  to  their  absorption  into,  and  admixture  with 
the  blood. 

I  have  thus  enumerated  but  two  of  the  more  common 
and  obvious  objections  that  have  been  made  (though  I  do 
not  know  that  they  have  been  anywhere  formulated),  to  rec- 
tal assimilation  and  absorption.  I  fear,  however,  a  more 
extended  examination  of  the  intimate  structure  of  the  lac- 
teal absorbent  apparatus,  —  of  the  essentials  to,  and  modus 
of,  lacteal  and  venous  absorption  as  they  are  effected  in  the 
villi,  showing  each  one  to  be  a  highly  organized  and  elabor- 
ately constructed  absorbent  gland,  so  to  speak,  with  a  portal 
radicle  and  lacteal  ramus  in  its  centre  ;  these  also  thickly 
studding  the  mucous  membrane  down  to  the  ileo-cecal  valve, 
where  they  abruptly  disappear  ;  and  finally,  the  extent  of 
this  mucous  membrane  greatly  increased  by  valvulae  conni- 
ventes  to  retard  the  progress  of  the  chyle,  and  to  offer  sur- 
face and  facility  for  the  double  absorption  of  the  prepared 
fluid.  I  repeat,  I  fear  that  such  a  study  would  rather  in- 
crease than  relieve  the  difficulties  of  faith  in  regard  to  rectal 
assimilation  and  absorption.  Such  considerations  would  be 
calculated  to  cause  the  direct  entry  from  the  rectum  into 
the  blood,  of  composite  and  unelaborated  aliments,  to  be  re- 
garded by  many  as  a  physical  impossibility  and  a  physiolog- 
ical absurdity.  This  is  the  apparatus,  however,  and  such  as 
briefly  sketched  are  the  conditions  upon  which  intestinal  di- 
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gestion  and  absorption  depend.^  Now,  in  nearly  all  of  these 
requirements  the  large  intestine  is  totally  deficient,  though 
it  has  a  most  abundant  supply  of  portal  radicles.  By  these, 
water  and  thin  solutions  of  nutriment  are  most  undoubtedly 
absorbed  and  carried  into  the  portal  circulation  for  hepatic 
digestion  and  for  distribution  thence  to  the  system.^  "  So 
long  ago  as  1824,"  says  Murchison,  "it  was  shown  by  Ma- 
jendie  and  Tiedemann  that  the  absorption  of  nutritive  mat- 
ters from  the  bowels  was  not  limited  to  the  lacteals,  but 
that  part  was  taken  up  into  the  blood  by  the  portal  vein,"  ^ 
etc. 

Then,  notwithstanding  the  simplicity  of  its  structure  as 
compared  with  that  of  the  mucous  membrane  of  the  small 
intestine,  there  can  be  little  doubt  of  the  capacity  of  the 
rectum  to  absorb  a  considerable  variety  of  substances  ;  as 
medicines  and  also  aliments  —  and  to  furnish,  it  may  be, 
a  moderate  supply  to  support  nutrition  through  vascular 
and  membranous  absorption.  A  method  of  food-ingress 
by  which  the  entire  vegetable  kingdom  and  the  invertebrate 
department  of  the  animal  kingdom  *  are  supplied  from  the 

*  F.  W.  Pavy  :  Treatise  on  the  Functions  of  Digestion;  its  Disor- 
ders and  their  Treatment,  p.  170.  From  Second  London  Edition. 
Philadelphia,  1869. 

^  In  some  experiments  on  a  case  of  large  artificial  anus,  by  Dr. 
William  Hunt,  it  was  found  that  bits  of  meat  placed  in  the  colon  or 
cecum  had  no  digestive  effect  produced  upon  them.  Medicines  placed 
in  the  cecum  and  colon  were  inert.  It  was  concluded  that  neither  the 
cecum  nor  colon  had  any  digestive  power  whatever.  —  Pennsylvajiia 
Hospital  Reports,  vo\.  ii.,  1868. 

In  a  paper  by  Prof.  Joseph  Jones,  of  New  Orleans,  published  by  the 
Smithsonian  Institution,  that  distinguished  physiologist  gave  his  exper- 
iments on  various  animals  to  determine  the  influence  of  starvation  upon 
sanguification.  In  the  American  "gopher,"  large  masses  of  grass  and 
other  crude  nutritious  matters,  in  the  colon  of  this  chelonian,  seemed 
to  keep  up  nutrition  and  sanguification,  the  colonic  deposit  serving  as 
a  store  of  nutrition  to  prevent  emaciation. 

8  Op.  cit.,  p.  8. 

*  "  The  proper  absorbent  system  is  exhibited  in  its  most  simple  and 
diffuse  form  in  Fishes,  the  lowest  class  in  which  its  existence  has 
been  demonstrated."  —  Principles  of  General  and  Comparative  Phys- 
iology, by  W.  B.  Carpenter,  p.  661. 
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external  world,  must,  with  logical  certainty — as  it  has  been 
by  experiment  demonstrated  —  be  retained  by  man  and  the 
higher  vertebrata  notwithstanding  their  additional  endow- 
ment with  lacteals  and  an  elaborate  special  apparatus  for  the 
absorption  of  external  aliments.  I  think  we  may  believe, 
then,  that  a  very  considerable  portion  of  the  aliments  enter- 
ing the  system  from  food  placed  in  the  rectum  is  quite  often 
taken  in  by  venous  absorption  through  the  portal  radicles, 
whence  it  is  carried  to  the  liver  for  digestion,^  blood-mix- 
ture, and  blood-making.  But  that  this  is  the  only  avenue 
or  that  it  is  through  this  channel  of  the  rectal  blood-vessels 
that  the  most  abundant  supply  of  rectal  pabulum  is  carried 
to  the  blood,  I  think  may  be  denied  with  the  most  positive 
confidence,  and  its  converse  established  by  irrefutable  dem- 
onstration as  it  will  in  time  be  by  actual  experiment. 

Intestinal  Inhaustion. 

There  is,  in  my  opinion,  as  I  have  already  intimated, 
another  which  is  by  far  the  most  important  method  by 
which  the  solution,  elaboration,  assimilation,  absorption,  and 
final  introduction  of  rectal  food  into  the  blood  is  vastly 
promoted.  It  is  the  one  first  suggested  to  me  by  the  ob- 
servation and  study  of  the  case  the  report  of  which  I  have 
made  to-day ;  but  the  force  of  the  conviction,  at  that  time 
impressed,  has  been  strengthened  by  reflection,  and  more 
especially  by  innumerable  observations  of  daily  experience 
which  have  borne  directly  upon  it.  This  valuable  adjunct 
and  promoter  of  rectal  alimentation,  the  existence  and 
value  of  which  I  hope  plainly  to  show,  depends  upon  what 
has  been  variously  termed  by  different  writers  "  reversed 
peristaltic  action" — "inverted  peristalsis"  —  and  by  Cope- 
land  and  Pavy,  and  perhaps  many  others,  "  anti-peristaltic 
action  "  of  the  muscular  coat  of  the  intestine.  I  prefer  to 
change  these  terms  to  one  more  directly  indicating  the  re^ 

1  Dr.  Murchison  in  his  Croonian  Lectures  says,  that  "in  the  first 
half  of  the  seventeenth  century  the  liver  was  the  centre  of  sanguifica- 
tion," and  he  strongly  advocates  its  reinstatement  to  that  position,  now 
that  the  modern  advances  in  physiology  confirm  that  view. 
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suit,  more  significant  of  the  part  it  plays  as  auxiliary  to 
rectal  feeding  —  I  shall  define  this  well-known  action  as 
"  Retro-stalsis."  ^  I  hope  to  show  that  by  it  the  nutrient 
materials  injected  into  the  bowels  are,  in  a  shorter  or  longer 
time,  carried  up  out  of  the  rectum,  and  made  to  reach  the 
portions  of  the  digestive  canal,  where  all  the  conditions  of 
normal  intestinal  digestion  may  be  fully  met,  and  where,  on 
account  of  it,  the  process  can  be  as  effectually  accomplished 
as  though  the  aliment  had  arrived  there  by  buccal  instead 
of  by  rectal  ingestion.  This  process,  or  function,  or  vital 
action  of  coordinated  and  continuous  retro-stalsis  is  to 
the  rectum  and  small  intestines  what  deglutition  is  to  the 
esophagus  and  stomach.  For  the  want  of  a  more  appro- 
priate designation,  I  propose  that  it  shall  be  called  "  Intes- 
tinal Inhaustion." 

No  physiologist  of  the  present  day,  however  fully  im- 
pressed with  the  wonderful  capabilities  of  venous  and  mem- 
branous absorption,  can  feel  perfectly  satisfied  that  these 
alone  and  without  the  intervention  of  some  other  factor, 
wanting  in  the  rectum,  can  rationally  and  adequately  ac- 
count for  the  success  and  apparent  perfect  efficiency  of 
rectal  alimentation  as  reported  in  journals  —  and  here  and 
there  in  some  works  on  practice.^  Especially  is  our  inge- 
nuity taxed  in  the  presence  of  such  cases  as  those  discussed 
before  the  New  York  Academy  of  Medicine,  and  in  the 
recent  collection  by  Dr.  Flint.^  If  absorption  could  ac- 
count for  the  disappearance  of  the  injected  pabulum  from 
the  rectum,  and  the  sustained  nutrition  of  the  patient,  how 
are  those  indispensable  pre-requisites  to  the  introduction  of 
food  into  the  blood,  viz.,  digestion,  solution,  homo-genifica- 
tion,  peptonification,  to  be  accounted  for,  in  a  cavity  devoid 

1  From  retro,  "  backward,"  and  areKKw,  "  I  send."  "  Prostalsis," 
from  ■trp6,  'forward'  and  o-teAXw,  '  I  send,'  is  also  proposed  as  another 
term  briefly  indicating  the  direction  of  intestinal  action. 

2  Leube  denies  the  possibility  of  rectal  nutrition  unless  the  food 
has  been  first  artificially  digested.  Pancreatic  Emulsion,  prepared  by 
fiim  for  the  use  of  disabled  stomachs,  has  been  used  by  Flint  and 
others  as  rectal  food.  —  ZietnssetCs  Cyclop.,  vol.  vii. 

"  Loo.  cit. 


284  RECTAL  ALIMENTATION  IN  PREGNANCY. 

of  every  one  of  the  digestive  principles  requisite  to  accom- 
plish these  acts,  and  also  unprovided  with  the  secretory 
apparatus  by  which  only  they  could  be  supplied  ?  In  a 
question  of  such  perplexity,  as  it  is  both  interesting  and 
instructive,  I  will  quote,  without  much  comment,  the  lan- 
guage of  Dr.  Flint  (who  of  course  recognizes  no  digestion 
as  taking  place,  per  se,  in  the  large  intestine)  in  dealing 
with  this  dilemma  :  — 

"  With  reference  to  this  inquiry  (about  articles  of  rectal 
diet)  I  cannot  pass  by  the  physiological  question,  how  is 
digestion  in  the  large  intestine  effected  ?  From  its  failure 
to  procure  from  the  mucous  membrane  of  the  colon  and 
rectum  a  digestive  juice,  and  from  experiments  on  lower 
animals,  physiologists  have  been  led  to  doubt  the  ability  of 
these  portions  of  the  alimentary  canal  to  perform  the  func- 
tion of  digestion.  Yet  secreting  glands  analogous  to  those 
of  Lieberkiihn  are  found  in  considerable  numbers  in  the 
large  intestine  and  it  is  not  difficult  to  understand,  that  they 
may  take  on  a  vicarious  activity  when  the  glands  of  the 
stomach  and  small  intestine  are  not  excited  by  the  pres- 
ence of  ingesta.  This  supposition  is  not  inconsistent  with 
the  absence  of  digestive  juice  in  the  large  intestine  when 
digestion  in  the  stomach  and  small  intestine  is  not  inter- 
rupted." 

So  indispensable  does  the  admixture  and  modifying  in- 
fluence of  the  digestive  fluids  of  the  small  intestine  very 
properly  appear  to  Dr.  Flint,i  that  in  addition  to  the  ingen- 
ious though  scarcely  admissible  suggestion  of  their  supply 
by  vicarious  secretion  in  certain  minute  glands  of  the  large 
intestine,  he  advances  still  another  possible  method  by 
which  the  digestive  chemistry  (which  by  these  fluids  can 
alone  be  effected)  is  to  be  secured  to  the  alimentary  mass 
to  be  assimilated  in  the  large  intestine.      He  thus  clearly 

^  A  Fellow  of  this  Society  —  Dr.  J.  R.  Chadwick,  of  Boston  —  pro- 
poses, in  desperate  cases,  to  inject  with  the  aspirator  through  the  ab- 
dominal walls  nutrient  fluids  and  stimulants  into  the  small  intestine, 
"that  part  of  the  alimentary  canal  from  which  they  will  be  most  readily 
absorbed."  —  Am.  Jour.  Obsi.,  viii.,  399,  November,  1875. 
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enunciates  his  second  proposition  :  "Another  supposition 
which  I  will  venture  to  make  is,  that  food  introduced  into 
the  rectum  excites  secretion  by  the  gastric  and  intestinal 
glands,  and,  in  the  absence  of  ingesta  in  the  stomach  and 
small  intestine,  the  fluids  secreted  by  these  glands  pass  into 
the  large  intestine  in  sufficient  quantity  to  effect  digestion 
within  the  latter." 

I  have  already  defined  the  method  by  which  I  account 
for  the  digestion,  absorption,  and  assimilation  of  food  when 
placed  in  the  rectum.  It  is  this, —  differing  from  all  others 
with  which  I  am  acquainted, —  that  digestion  in  either  rectum 
or  colon  is  not  at  all  contemplated.  Neither  by  direct  ab- 
sorption on  the  part  of  the  walls  and  vessels  of  these  cavi- 
ties, nor  by  the  means  of  artificial  digestive  principles  added 
to  the  food  after  the  manner  of  Leube,  nor  by  the  glands  of 
the  large  intestine  vicariously  secreting  the  digestive  fluids 
of  the  small  intestine,  nor  lastly  by  the  alimentary  mass  in 
the  large  intestine  exciting  the  secretions  of  the  stomach 
and  small  intestine,  and  then  attracting  or  in  some  wa^'  ac- 
quiring them  in  order  that  rectal  digestion  may  take  place. 
My  proposition  is  distinctly  the  reverse  of  this  last,  and  as- 
serts that  instead  of  the  digestive  principles  descending  to 
the  food  to  digest  it,  the  food  ascends  to  these  fluids  in  the 
small  intestine,  and  that  it  is  there  digested  and  prepared 
for  absorption  by  the  proper  organs  in  precisely  the  same 
manner  as  after  buccal  ingestion. 

Facts  of  Observation. 

In  substantiation  of  the  important  proposition  thus  enun- 
ciated, there  are  many  facts  both  of  observation  and  ex- 
perience which  will  give  support  to  my  belief.  Let  us 
examine  some  of  these  facts. 

1st.  By  the  investigations  of  the  majority  of  physiolo- 
gists (see  Flint's  "Text-book  of  Physiology  "  and  others)  the 
rectum  is  not  a  receptacle  for  the  fecal  mass,  but  an  ave- 
nue of  transmission.  It  is  intolerant  of  the  presence  of 
feces,  expelling  them  downward  naturally  when  convenient, 
but  contracting,  and  returning  them  into  the  colon  if  their 
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exit  is  prevented.  Gynecologists,  by  their  daily  examina- 
tions in  the  vagina,  are  familiar  with  the  fact  that  the  rec- 
tums,  even  of  women  of  torpid  habits,  are  comparatively 
seldom  found  loaded  with  feces,  but  empty,  and  flattened 
between  the  vagina  and  sacrum. 

2d.  Feces  descend  and  reascend  easily  from  the  rectum 
to  above  the  sigmoid  flexure  of  the  colon.  In  persons  of 
regular  habits  the  desire  for  defecation  indicates  the  pres- 
ence of  feces  in  the  rectum.  If  the  opportunity  is  lost 
they  reascend  to  the  colon,  remaining  perhaps  for  many 
hours  or  even  a  day  before  descending  to  the  rectum  to 
provoke  again  the  desire  for  evacuation.  Unquestionably, 
food,  such  as  beef-tea,  injected  into  the  rectum,  even  by 
the  shortest  pipe  of  a  syringe  that  can  be  used,  must  soon 
disappear  like  the  feces  by  ascent  above  the  sigmoid  flexure 
of  the  colon.  "  I  will  give  one  caution,"  says  Allingham, — 
"Diseases  of  the  Rectum,"  1873  —  "If  you  wish  to  let  the 
bougie  remain  in  the  rectum  all  night,  take  care  to  secure 
it  by  a  tape.  I  have  seen  a  short  bougie  pass  up  into  the 
bowel  above  the  stricture  out  of  reach,  and  considerable 
difficulty  was  experienced  in  removing  it." 

3d.  Injections  of  a  quart  or  more  (as  are  often  given) 
certainly  more  than  fill  the  rectum,  and,  therefore,  must  as- 
cend by  the  muscular  contractiHty  of  the  rectum  quite 
easily  into  the  colon,  thus  showing  that  food  can  be  pro- 
pelled upward  in  the  same  manner ;  we  can  seldom  recover 
more  than  a  small  part  of  any  injection  (even  one  far  short 
of  distending  the  rectum),  from  the  fact  that  it  passes 
upward  into  the  colon.  Large  injections  often  excite  the 
passage  of  feces,  and  yet  the  fluid  used  remains,  none  at 
all  passing  away. 

4th.  In  an  extreme  case  of  non-gravid  nausea,  under  the 
care  of  Dr.  J.  B.  Ficklen,  of  Washington,  Ga.,  I  found  it 
impossible  to  prevail  upon  the  patient  to  continue  nutritious 
enemata.  She  complained  that  in  vomiting  she  invariably 
tasted  the  beef-tea,  that  had  been  injected,  in  the  matters 
discharged  from  the  stomach. 
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Mrs.  S.  W.,  aged  about  40  years,  under  the  care  of  Dr.  I.  L. 
Harris,  of  Milledgeville,  Ga.,  was  the  subject  of  a  large  ovarian 
tumor.  Ovariotomy  was  performed  by  the  late  Dr.  W.  L.  Atlee, 
of  Philadelphia,  Excessive  vomiting  succeeded.  Rectal  ali- 
mentation was  diligently  attempted.  "  None  of  the  beef-tea 
escaped  per  anum,  but  it  was  constantly,  for  several  days,  vom- 
ited from  the  mouth.  The  vomiting  of  the  nourishment  was 
preceded  by  stercoraceous  vomiting,  but  afterwards  the  beef-tea 
came  up  almost  clear  and  entirely  unmistakable,  as  satisfactorily 
proved  by  chemical  tests."  Dr.  Atlee,  in  his  reply  to  the  letter  of 
Dr.  Harris,  reporting  this  feature  of  the  case,  wrote  that  he  had 
observed  a  similar  occurrence  "  from  inverted  peristaltic  action," 
in  one  or  more  of  his  former  ovariotomies. 

5th.  It  is  known  that  fluids  have  been  forcibly  injected 
through  the  colon  "and  even  made  to  gravitate  slow^ly 
through  the  ileo-cecal  valve  along  the  whole  track  of  the 
small  intestine  into  and  through  the  stomach,  and  even  out 

of  the  mouth The  feasibility  of  this  was  long  ago," 

says  the  recent  author  just  quoted,^  "  demonstrated  by  the 
illustrious  Haller," — "Primae  Lineae  Physiologiae,"  1767. 
We  are  aware  that  a  distinguished  Fellow  of  this  Society, 
Dr.  Robert  Battey,  of  Georgia,  has  accomplished  the  same 
feat,  but  cannot  now  lay  hands  upon  his  valuable  paper. 

Some  of  the  above  instances  will  show  that  under  efforts 
made  by  mechanical  means  forcibly  applied  in  all  instances 
the  way  is  clear  for  the  gradual  passage  upward,  —  less  natu- 
rally, and  with  less  facility  than  downward,  of  course, —  for 
the  ascent  of  liquids  from  the  rectum  and  large  intestine 
even  to  the  upper  termination  of  the  alimentary  tract.  Of 
course,  in  the  propulsion  onward  and  upward  of  the  fluid 
in  these  cases,  reverse  or  retro-staltic  action,  and  not  in 
all  of  them  the  first  mechanical  force  of  the  instrument 
used,  will  be  recognized  as  an  agent  in  the  progression  of 
the  fluid. 

But  as*  I  am  discussing  retro-stalsis  as  a  dynamic  act 
in  its  agency  in  the  upward  movement  of  the  injected  food, 
upon  which  movement  I  have  claimed  that  its  digestion  and 

*  Essay  on  Rectal  Medication,hy'W.  Bodenhamer,  New  York,  1878. 
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absorption  depends,  and,  therefore,  upon  it  also  the  success 
of  rectal  alimentation,  I  will  briefly  refer  to  a  few  more 
facts  of  common  observation  sufficiently  analogous  in  char- 
acter to  show  the  possibility  of  intestinal  inhaustion. 
There  is  no  section  of  the  alimentary  tract  which  may 
not  be  shown  in  certain  conditions,  and  under  certain  in- 
fluences, to  perform  retro-staltic  acts  capable  of  propelling 
upwards  its  contents. 

1st,  "  Gagging  "  is  an  action  of  the  faucial  muscles  which 
reverses  that  part  of  the  act  of  deglution  in  which  they  are 
concerned. 

2d.  Vomiting,  regurgitation,  rumination  (Copeland  — 
Pavy),  and  several  acts  of  this  class  concern  both  the 
esophagus  and  the  stomach.  The  contents,  both  solid 
and  fluid,  ascend,  being  forced  up  into  the  mouth  and  out 
of  it. 

3d.  The  familiar  phenomenon  of  the  ascent  of  bile  into 
the  stomach  indicates  inhaustion  between  these  two  por- 
tions of  the  alimentary  canal. 

4th.  Chylous  vomiting  (Pavy)  is  inhaustion  from  the 
small  intestine,  the  result  of  a  reversal  of  peristalsis. 

5th.  The  stercoraceous  vomiting  in  ileus  and  in  strangu- 
lated hernia,  and  in  a  few  other  conditions  of  serious  in- 
testinal disturbance,  in  which  the  matters  are  fluid,  semi- 
fluid, and  solid,  tells  its  own  history,  and  we  know  the 
journey  it  has  taken,  and  that  it  must  have  passed  through 
the  ileo-cecal  valve.^  Here  is  intestinal  inhaustion,  the  very 
inhaustion  we  claim  as  the  indispensable  factor  in  all  effect- 
ual rectal  alimentation.  It  must  invariably  occur  when 
rectal  nutrition  is  accomplished.  The  remaining  portions 
of  the  canal  have  already  been  referred  to  :  — 

6th.  The  ascent  of  the  feces  under  restraint  of  the 
sphincter  ani,  in  which  the  solid  mass,  as  before  stated,  as- 

^  I  am  aware  that  Bointon  (see  Pavy)  has  denied  that  there  is  any 
such  thing  as  a  reversal  of  peristaltic  action.  He  describes  a  down- 
ward current  that  always  exists,  and  that  is  never  reversed,  while  the 
phenomena  of  stercoraceous  vomiting  depend  upon  a  central  current. 
Well,  then,  the  rectal  food  ascends  by  way  of  this  "  central  current." 
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".ends  above  the  sigmoid  flexure  ;  the  ascent  of  enemata 
filling  the  colon  when  injected  only  within  the  sphincter. 
We  have  seen  then  that  every  section  of  the  intestinal 
canal  is  at  times  subject,  under  circumstances  generally 
of  irritation  or  disturbance  of  various  kinds,  to  inhaust  or 
receive  from  below  the  contents  of  the  section  contin- 
uous with  it.  That  which  is  so  familiarly  and  demonstra- 
bly true  as  pertaining  to  one  and  all  of  the  parts  of  this 
alimentary  canal  may  certainly,  under  similar  circumstances, 
be  predicated  as  pertaining  to  the  whole.  Then  this  up- 
ward movement  continuously  maintained  from  the  rectum 
to  the  small  intestine,  is  what  I  would  designate  as  the 
intestinal  inhaustion  subservient  to  rectal  alimentation. 

Experimental  Research. 

Although,  in  the  foregoing  enumeration  of  observed  phe- 
nomena, a  logical  demonstration  of  the  existence  of  intes- 
tinal inhaustion,  convincing  to  most  minds,  may  have  been 
arrived  at,  I  have  yet  sought  to  give  to  it  the  confirmation 
of  actual  experiment.  Experiments  in  rectal  feeding  on  the 
lower  animals  have  been  made,  I  think,  by  Leube,  and  per- 
haps others,  but  simply  to  test  its  efficacy,  and  also  the  nu- 
tritive power  of  certain  rectal  aliments.  My  present  effort 
had  no  such  object  in  view.  It  was  made  solely  to  establish 
the  fact  of  the  upward  progression  of  injected  aliments,  from 
the  rectum  to  the  small  intestines,  by  retrostaltic  action. 
By  the  suggestion  of  intestinal  inhaustion  and  its  experi- 
mental demonstration,  I  hoped  to  "  cut  the  Gordian  knot " 
of  rectal  alimentation. 

Some  carnivorous  animal,  as  the  dog,  with  a  short  ali- 
mentary canal,  would  certainly  have  been  more  suitable  as 
a  subject  for  an  experiment  in  intestinal  inhaustion.  I 
could  not,  it  appears  to  me,  have  made  a  more  unfortunate 
selection  than  that  of  a  ruminant. 

VOL.    III.  19 
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Rectal  Feeding  of  a  Kid  for  Eighteen  Days  with  Colored 

Aliment. 

September  2,  1878,  2  o'clock,  p.m.  —  Subject,  a  suckling  kid, 
six  weeks  or  two  months  old.  Injection  after  twenty-four  hours' 
privation  of  food.  Instrument,  a  piece  of  No.  8  gum  elastic 
catheter,  five  inches  in  length,  attached  to  an  India-rubber  bulb 
of  Mattson's  syringe.  I  injected  three  ounces  of  rich  milk, 
deeply  colored  with  a  decoction  of  madder  and  solution  of  cochi- 
neal. Result :  nearly  all  of  the  milk  was  immediately  expelled, 
together  with  a  large  dejection  of  the  fecal  scybalae  peculiar  to 
the  defecations  of  the  sheep,  goat,  and  some  other  animals. 

Nine  o'clock,  p.  m.  —  The  injection  was  repeated  after  the  same 
manner,  and  retained. 

September  3,  10  o'clock,  a.  m.  —  I  injected  three  ounces  of  col- 
ored milk.  Defecation  immediately ;  nearly  all  of  the  fluid  lost. 
Injection  of  two  ounces  was  repeated  in  thirty  minutes,  and  re- 
tained. 

Three  o'clock,  p.  m.  —  Injection  of  two  ounces  of  colored  milk  ; 
no  defecation  ;  enema  retained. 

Ten  o'clock,  p.  m.  —  Injection  repeated,  —  two  ounces  ;  re- 
tained. 

A  detail  of  the  processes  and  occurrences  of  our  prolonged  ex- 
periment would  be  but  tedious  and  without  interest.  The  pro- 
cess, as  detailed  for  the  first  two  days,  was  continued  for  eighteen 
days,  till  the  20th  of  September,  when  the  kid  was  killed  by  prus- 
sic  acid  dropped  upon  the  tongue.  The  intervals  of  administra- 
tion of  the  colored  fluid  were  from  three  to  five  hours.  The  def- 
ecations became  less  and  less  frequent,  and  when  a  single  bulbful 
was  injected  the  fluid  was  generally  retained.  A  small  amount 
of  corn-meal  was  mixed  with  the  milk  for  the  last  five  days. 
The  kid  was  also  given,  two  or  three  times  during  the  experi- 
ment, a  small  handful  of  apple  peelings  and  some  bread,  to  lessen 
hunger.  The  experiment  was  not  intended,  or  conducted  in  a 
manner,  tc  test  the  efficiency  of  rectal  feeding  to  support  the  kid's 
nutrition.  It  retained  its  activity  and  strength,  however,  in  a 
surprising  degree.  As  to  the  effect  of  the  injections  in  reliev- 
ing hunger  or  thirst,  it  was  difficult  to  decide.  The  animal  cer- 
tainly made  less  noise  by  its  bleating  for  some  time  after  receiving 
the  injection. 

No  observations  were  made  in  regard  to  the  urine.  The  blad- 
der was  collapsed  at  the  time  of  the  autopsy. 
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The  feces  were  somewhat  carefully  observed.  At  first  the 
scybalas  passed  at  the  time  of  giving  the  injections  were  found 
to  be  reddened  on  the  surface,  from  being  bathed  in  the  milk  and 
gruel ;  but  on  being  broken  they  were  of  a  dark  color  interiorly. 
Later  in  the  course  of  the  investigation,  the  balls  became  lighter 
in  color,  and  when  broken  were  found  to  be  colored  throughout 
by  the  cochineal.  Those  found  in  the  intestine  at  the  post  mor- 
tem were  all  of  this  character  —  colored. 

Autopsy,  —  In  this  examination  I  was  kindly  assisted  by  Dr. 
John  S.  Coleman  and  Dr.  A.  Sibley  Campbell. 

September  20,  1868,  5  o'clock,  P.  M.  —  The  injections  had  been 
applied  from  7  a.  m.  to  3  p.  m.  four  times,  to  insure  the  presence 
of  the  fluid  in  the  intestine. 

Emaciation  not  extreme,  but  no  subcutaneous  fat,  —  no  fat 
about  the  viscera.  The  intestines  and  gastric  cavities  were  some- 
what distended  with  inodorous  gas.  The  very  long  intestine  was 
carefully  examined  at  intervals,  from  the  anal  termination  to  the 
last  stomach. 

On  opening  the  abdomen,  and  previous  to  slitting  open  the 
intestinal  wall,  dark-red  discolorations  were  seen  occupying  many 
inches  of  the  tube,  though  not  continuous  throughout.  These 
were  found  in  all  parts  of  the  tract  from  the  anus  to  the  maws. 
On  slitting  the  tube,  these  parts  of  the  intestine  were  found  to 
contain  the  coloring  matter  of  the  injected  aliment.  The  fluid 
was  carefully  examined,  though  no  test  was  applied.  In  none  of 
the  physical  appearances  did  there  seem  to  be  any  occasion  for 
doubt.  In  addition  to  the  colored  fluid,  large  numbers  of  the 
fecal  scybalae  or  "  balls  "  were  scattered  throughout  the  whole 
length  of  the  tube.  The  larger  proportion  of  them  consisted  of 
matter  which  was  colored  by  the  stain  of  the  cochineal  and  mad- 
der. I  have  retained  the  viscera  of  the  kid  used  in  the  above 
experiment,  preserved  in  a  solution  of  chloral.  Whether  an 
examination  of  sections  of  the  intestinal  wall  and  of  the  mesen- 
tery will  detect  the  coloring  matter  in  the  lacteals  I  have  as  yet 
had  no  proper  opportunity  to  determine. 

Thus,  so  far  as  the  above  single  and  somewhat  imperfect 
experiment  goes,  we  may  be  said  to  have  added  actual 
demonstration  to  our  rational  deductions,  in  regard  to  the 
retrostaltic  action  of  the  intestinal  canal.  The  analogy 
between  the  goat  and  the  human  subject  is  perhaps  too  re- 
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mote  to  found  upon  it  any  very  important  deductions,  but  I 
think  a  deeper  study  of  the  subject  of  intestinal  inhaustion 
will  develop  the  fact  that  retrostalsis  is  by  no  means  an  ac- 
tion of  the  intestinal  canal,  which  is  to  be  considered  only 
in  its  relations  to  rectal  alimentation.  I  am  most  confident 
in  the  opinion  that  "  the  progression  of  the  chyle,"  as  it 
was  formerly  called,  is  by  no  means  a  progression  always  in 
one  direction,  downward,  as  is  the  present  opinion,  by  peri- 
stalsis, but  that  there  are  alternations  of  prostalsis  and  re- 
trostalsis, —  progression  and  retrogression,  —  during  which, 
in  ordinary  normal  intestinal  digestion,  the  alimentary  mass 
or  fluid  is  presented  again  and  again  to  the  villi  and  lacteals 
and  mucous  surfaces  for  elaboration  and  absorption.  But 
our  consideration  of  intestinal  action  now  must  be  limited 
to  the  relations  of  our  present  discussion. 

I  have  heretofore  remarked  that  "  under  certain  condi- 
tions "  the  above  described  retro-peristalsis,  or  inverted 
vermicular  action,  in  the  several  portions  or  in  the  entire 
length  of  the  alimentary  canal  may  reverse  the  direction 
in  which  it  ordinarily  acts  —  that  prostalsis,  by  which  all  its 
contents  progress  downward,  may  become  retrostalsis,  in 
which  by  intestinal  inhaustion,  the,  as  yet,  unrecognized 
function,  it  will  be  drunk  in  from  one  lower  portion  of 
the  intestine  to  an  upper,  until  the  mass  finally  reaches  the 
small  intestine.  It  but  remains  now,  and  the  investigation 
is  of  the  utmost  importance  to  us,  considering  the  charac- 
ter of  the  cases  in  relation  to  which  I  am  discussing  rectal 
alimentation,  to  inquire  whether  or  not  the  pregnant  woman 
laboring  under  the  uncontrollable  nausea  and  vomiting  and 
impending  inanition  incident  to  her  state,  can  be  said  to 
present  conditions  in  which  intestinal  inhaustion  is  likely 
to  be  excited.  Is  hers  not  par  excellence  the  very  condi- 
tion } 

GRAVID   NAUSEA   AND   INANITION. 

Terms  descriptive  of  the  long  recognized  relation  (of 
some  kind)  between  the  pregnant  uterus  and  the  almost 
invariable  concomitant  gastric  disturbances  are  not  very 
numerous,  and  some  of  them  indefinite  and  awkward.     I 
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have  heretofore  frequently  used  the  term  "gravid  nausea," 
and  here  suggest  it  as  the  most  convenient  for  this  form  of 
hystero-neurosis.  For  the  term  hystero-neurosis  I  am  glad 
to  render  acknowledgment  to  a  Fellow  of  this  Society,  Dr. 
George  J.  Engelmann,  of  Missouri.^  It  at  once  indicates  the 
origin  and  the  complex  pathology  of  a  large  variety  of 
reflex  manifestations.  The  most  frequent,  the  most  inev- 
itable, often  the  most  distressing,  and  frequently  for  the 
time  being,  the  most  uncontrollable  of  these  hystero-neu- 
roses  is  the  nausea  and  vomiting  of  pregnancy. 

One  of  the  oldest  authors  by  whom  anti-peristalsis  as 
such  is  discussed  in  connection  with  pregnancy  is  Moreau. 
It  will  be  recollected  that  the  term  "  sympathy  "  is  but  ex- 
pressive of  the  phenomena,  of  the  then  unknown  function 
of   reflex  action,   not    enunciated  by   Marshall   Hall  until 

1837- 

In  remarking  upon  "  the  sympathetic  signs  of  preg- 
nancy," he  says  :  "  All  these  gastric  phenomena  do  not 
depend  upon  the  same  cause ;  the  vomiting  in  the  last 
period  seems  to  be  owing  to  a  sympathetic  action,  or  rather 
a  sort  of  nervous  irradiation  which  extends  from  the  uterus 
to  the  adjacent  organs,  an  action  which  we  can  understand 
and  explain  in  the  following  manner :  The  uterus  being  a 
centre  of  attraction  during  pregnancy,  and  constantly 
changing  in  size  during  the  first  three  months,  is  impeded 
in  its  development  by  the  resistance  of  the  bones  of  the 
pelvis,  and  incarcerated,  as  it  were  in  the  pelvic  cavity.  It 
reacts  forcibly  on  all  the  abdominal  viscera  by  means  of  the 
numerous  ramifications  of  the  great  sympathetic,  from  the 
hypogastric  plexus  of  which  its  nerves  chiefly  originate. 
This  nervous  irradiation,  the  consequence  of  the  compres- 
sion and  exaltation  of  the  sensibility  of  the  uterine  nerves, 
extends  to  the  solar  plexus,  reaches  the  epigastric  centre, 
causes  anti-peristaltic  contractions  of  the  stomach,  and  con- 
sequently vomiting."  ^ 

The  above  is  valuable,  as  stating  in  the  most  terse  and 

^  Tr.  Am.  Gynec.  Soc,  vol.  ii.,  p.  483. 

2  Practical  Treatise  on  Midwifery,  by  J.  F.  Moreau,  p.  1 16. 
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pertinent  manner  one  of  the  means  by  which  the  pregnant 
uterus  is  converted  into  a  sensitive  excitor  to  the  reflex 
phenomena  presented  by  the  digestive  organs  ;  namely,  its 
compression  and  exalted  sensibility.  To  this  the  gynecolo- 
gist of  the  present  day  knows  full  well  may  be  added  the 
irritation  of  inflammatory  states  of  the  cervix,  as  abrasion 
(Sims),  ulceration  (Bennett),  but  more  frequently  than  all, 
gravid  malpositions,  which  greatly  add  to  the  compression 
and  consequent  exaltation  of  sensibility  in  the  uterine 
nerves. 

It  is  important  to  the  object  of  our  present  discussion  to 
call  attention  to  the  fact  that  in  reflex  disturbances  of  the 
alimentary  canal,  from  whatever  direction  they  may  have 
originated,  there  is  more  frequently  a  reversal  of  the  ordi- 
nary direction  of  its  muscular  action  than  any  mere  exagger- 
ation of  normal  peristalsis  :  intense  pain  and  syncope, 
when  they  affect  the  digestive  organs,  produce  nausea ;  the 
injured  mamma,  the  inflamed  ovary,  the  bruised  testicle,  the 
irritable  uterus,  all  exemplify  this  ;  nephritic  colic  is  at- 
tended with  nausea,  but  strangulated  hernia  and  ileus  with 
stercoraceous  vomiting.  The  habitual  and  long-continued 
local  irritation  in  the  uterus,  consequent  upon  gestation, 
and  the  nutritive  processes  of  which  it  is  the  centre,  estab- 
lishes it,  for  the  time  being,  as  the  common  excitor  and 
disturber  of  many  organs,  to  the  functional  activity  of  which 
its  relations  ordinarily  are  by  no  means  obvious.  Among 
these,  none  appears  more  prominently  affected  than  the 
stomach  and  intestinal  canal.  The  effect  of  a  large  num- 
ber of  pregnancies  —  it  will  be  admitted,  the  majority  —  is 
to  establish  an  abiding  and  habitual  irritability  of  the  gastro- 
intestinal canal,  the  stomach  especially,  but  every  portion 
of  the  tube  is  in  ready  response  to  irritation.  That  this 
response  is,  as  a  rule,  by  inverted  rather  than  direct  action, 
common  observation  will  substantiate  —  the  habit  is  retro- 
staltic ;  borborygmi  in  the  colon,  eructations,  regurgita- 
tions, nausea,  and  vomiting  in  the  stomach,  with  a  consti- 
pated habit,  far  more  frequently  characterize  the  gastric 
and  intestinal  action  of  pregnant  women  than  diarrhea  and 
other  manifestations  of  downward  action. 
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From  the  above  consideration  of  the  effect  of  gravid 
uterine  irritation  upon  the  gastro-intestinal  canal,  namely, 
its  predominant  predisposition  and  tendency  to  retrostalsis, 
the  conclusion  would  seem  inevitable  that  of  all  the  condi- 
tions of  gastric  disability  in  which  rectal  alimentation  could 
be  demanded,  that  of  the  nausea  and  inanition  of  pregnancy 
is  the  most  favorable. 

Not  only  is  the  great  practicability  of  rectal  alimentation 
in  the  majority  of  severe  cases  highly  probable,  but  injury 
in  such  cases  is  reasonably  to  be  apprehended,  as  a  result 
of  buccal  ingestion.  That  the  long-continued  influence  of 
reflected  irritation  upon  any  organ,  whether  through  reflex- 
motor  or  reflex-secretory  action  through  the  ganglionic  sys- 
tem, is  capable  of  dynamically  altering  its  structural  condi- 
tion has  for  some  time  been  known.  It  was  long  since 
shown  ^  that  the  reflected  dental  irritation  of  the  fifth  nerve 
in  infants  is  capable  not  only  of  modifying  the  secretions  of 
the  stomach  and  alimentary  canal,  but  also  of  influencing 
their  vascularity,  giving  rise  to  the  gastritis  and  enteritis  of 
the  cholera  infantum  at  the  period  of  the  first  dentition,  as 
also  to  the  various  cutaneous  eruptions  of  that  disastrous 
phase  of  infantile  existence.  In  the  remarks  accompanying 
the  report  of  a  highly  interesting  case  of  gravid  nausea, 
successfully  treated  for  five  weeks  by  rectal  aliments,  by  Dr. 
A.  Y.  P.  Garnett,  of  Washington,  the  opinion  is  expressed 
that  "uterine  irritation  reflected  for  a  protracted  period 
upon  the  stomach  often  establishes  a  true  gastritis,  which 
may  constitute  one  of  the  conditions  imperatively  demand- 
ing rest."  2  Though  many  deny  that  there  is  organic  change 
in  the  mucous  membrane  of  the  stomach,  it  is  highly  prob- 
able that  in  some  extreme  cases  this  hyperemic  condition  is 
evoked.  Such  a  condition  could  only  be  aggravated  by  the 
gastric  ingestion  of  aliments. 

1  Southern  Med.  and  Surg.  Journal,  June,  1850. 

2  The  report  of  this  valuable  case  came  to  hand  too  late  for  intro- 
duction in  the  present  paper.  The  notes  of  a  most  painful  case  of 
gravid  nausea — death  without  delivery  in  the  eighth  month  of  gesta- 
tion—have recently  been  furnished  to  me  by  my  distinguished  friend, 
Prof.  L.  A.  Dugan,  of  this  city. 
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CONCLUSIONS. 

The  following  principles  may  legitimately  be  deduced 
from  the  foregoing  discussion  :  — 

1st.  That  the  exhaustion  resulting  from  gravid  nausea  not 
infrequently  demands  a  supply  of  food  over  and  above  that 
which  can  be  retained  by  the  stomach.  Death  has  resulted 
from  the  inanition  thus  produced. 

2d.  That  the  number  of  well-authenticated  cases  on  rec- 
ord—  ranging  from  three  months  to  five  years  —  fully  de- 
monstrate the  adequacy  of  rectal  alimentation  to  sustain 
nutrition  unassisted  by  other  means  of  ingestion. 

3d.  That  rectal  nutrition  requires  rather  an  explanation 
of  its  rationale  than  a  demonstration  of  its  truth. 

4th.  That  water  and  tenuous,  nutritious,  and  medicinal 
solutions  are  probably  absorbed  directly  into  the  blood,  or 
by  the  portal  radicles  and  mucous  membrane  of  the  rectum 
and  colon,  for  digestion  in  the  liver. 

5th.  That  the  digestion  of  composite  aliments  is  never 
effected  in  the  rectum  or  colon,  on  account  of  the  absence 
of  the  "digestive  fluids"  universally  recognized  as  indis- 
pensable to  their  disintegration  and  solution.  Their  undis- 
solved condition  and  the  absence  of  absorbent  vessels  in 
the  rectum  and  colon  prevents  their  entrance  into  the  blood 
from  these  portions  of  the  alimentary  canal. 

6th.  That  the  admixture  artificially  (Leube)  of  digestive 
principles,  pancreatic  juice,  etc.,  with  the  injected  food  is 
not  necessary  or  important  to  the  efficiency  of  rectal  nu- 
trition. 

7th.  That  the  "vicarious  secretion"  (Flint)  of  the  ele- 
ments of  the  gastric  juice,  pancreatic  juice,  and  other  di- 
gestive fluids  by  the  glandular  structures  of  the  rectum  for 
the  preparation  of  the  rectal  aliments  is  highly  improbable, 
and  certainly  not  necessary  to  accomplish  their  ultimate  di- 
gestion and  absorption  into  the  blood. 

8th.  That  the  secretion  of  these  fluids  from  their  proper 
surfaces  and  glands  (Flint),  as  the  stomach,  pancreas,  liver, 
etc.,  and  their  descent  into  the  rectum  may  also  be  denied 
as  one  of  the  conditions  to  success  in  rectal  nutrition. 
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9th.  That  the  true  explanation  of  the  almost  uniform 
efficiency  of  rectal  alimentation  and  its  physiology  is  to  be 
found  in  the  reversal  of  normal  peristaltic  action :  first  in 
the  rectum,  sending  the  injected  aliment  above  the  sigmoid 
flexure,  and  then  past  the  colon  and  ilio-cecal  valve  into  the 
small  intestine.  Here  digestive  fluids  for  their  disintegra- 
tion, solution,  and  chylifaction  are  abundant,  and  here  also 
lacteals  abound  for  chylous  absorption.  This  retrostaltic 
action  when  continuous,  as  in  rectal  alimentation,  accom- 
plishes the  ascent  of  the  nutriment  from  the  rectum  into 
the  small  intestine.  As  here  considered,  I  believe  "  Intes- 
tinal Inhaustion  "  to  be  a  newly  recognized  function  of  the 
alimentary  canal.  It  is  to  the  intestines  what  deglutition  is 
to  the  stomach.  Through  its  instrumentality,  rectal  and 
buccal  ingestion  are  as  nearly  as  possible  equalized  in  both 
their  rationale  and  their  results. 

loth.  That  the  nutrition  of  the  body  by  rectal  aliments 
can  be  accounted  for  solely  on  the  recognition  of  intestinal 
inhaustion.  Without  it  the  digestion  and  absorption  of  such 
solids  or  semi-solids  as  boiled  eggs  (Flint),  meat-broths,  and 
pulps  could  not  be  explained. 

nth.  That  the  present  view  in  regard  to  the  movement 
of  the  contents  of  the  alimentary  canal  is  probably  incom- 
plete ;  and  that  aliments,  whether  from  buccal  or  rectal 
ingestion,  while  undergoing  digestion  and  absorption,  are 
not  subjected  solely  to  a  downward  movement,  but  to  al- 
ternations of  progression  (prostalsis)  and  retrogression  (re 
trostalsis),  passing  and  repassing  the  absorbent  surfaces 
of  the  intestine  repeatedly,  till  deprived  of  nutritive  ele- 
ments. 

1 2th.  That  the  rectal  ingestion  of  food  is  a  valuable  sub- 
stitute for  gastric  ingestion  in  all  cases  of  disability  of  the 
upper  portions  of  the  alimentary  canal. 

13th.  That  in  the  early  months  of  gestation  reflected  ute- 
rine irritation  establishes  a  habit  or  abiding  tendency  to 
retrostaltic  action  in  the  muscular  tunic  of  the  entire  ali- 
mentary canal,  and  that  it  is  from  this  retrostaltic  irri- 
tability that  the  nausea  and  vomiting  of  pregnancy  orig- 
inate. 
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14th.  That,  on  account  of  this  retrostaltic  irritability,  so 
manifest  in  early  gestation,  the  intestinal  inhaustion  of  rec- 
tal ingesta  is  greatly  facilitated  ;  and  that  this  circumstance 
renders  gravid  nausea,  above  all  others,  the  condition  most 
favorable  for  efficient  rectal  alimentation. 

15  th.  That  under  the  careful  and  systematic  application 
of  rectal  alimentation,  artificial  abortion  for  the  relief  of 
gravid  nausea  can  be  banished  from  practice,  even  as  a 
last  resort. 


UNEXPECTED     NARCOTISM     INDUCED     SUD- 
DENLY ON    THE    THIRD    DAY  OF   THE 
ADMINISTRATION  OF  THREE- 
GRAIN    SUPPOSITORIES 
OF  OPIUM. 

BY  JAMES   P.   WHITE,    M.    D., 

Buffalo,  N.  Y. 

In  the  latter  part  of  April,  1878,  I  was  consulted  by  Mrs. 
P.,  of  Flint,  Michigan,  on  account  of  an  abdominal  tumor 
which  had  been  growing  for  some  months,  and  which  had 
on  several  occasions  been  tapped.  The  tumor  was  deter- 
mined to  be  ovarian  in  character,  and,  although  the  patient 
was  quite  feeble,  an  operation  was  advised.  A  tonic  mix- 
ture was  prescribed,  and  the  patient  sent  into  the  country 
for  a  few  weeks.  While  there  she  was  again  tapped,  to 
relieve  the  distressing  distention,  and  about  thirty  pounds 
of  fluid  removed. 

On  Tuesday,  May  21,  the  operation  was  made,  with  the 
assistance  of  Drs.  Lothrop,  Folwell,  Van  Peymax,  King, 
Davidson,  and  Stockton,  of  Buffalo.  To  the  latter  two  gen- 
tlemen I  am  indebted  for  much  of  the  subsequent  care  of 
the  patient,  and  for  carefully  taken  notes  of  the  case.  The 
operation  was  made  in  the  usual  manner.  The  tumor  was 
of  the  colloid  variety,  multilocular  in  character,  having  a 
considerable  solid  portion.  The  various  cysts  were  evacu- 
ated as  far  as  possible,  and  the  tumor  partially  enucleated. 
It  was  found  necessary,  however,  to  secure  a  portion  of  the 
pedicle,  by  a  ligature  which  was  brought  out  of  the  lower 
angle  of  the  wound.  The  incision  was  closed  by  deep  wire 
and  superficial  silk  sutures,  and  supported,  as  is  my  habit, 
by  adhesive  strips  passing  around  the  body.     At  the  con- 
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elusion  of  the  operation,  the  patient  was  in  an  almost  col- 
lapsed condition,  pulse  feeble,  extremities  cold,  perspiration 
profuse.  The  patient's  stomach  was  very  irritable,  and 
food  and  medicine  had  alike  been  rejected  for  some  time 
prior  to  the  operation.  Owing  to  this,  and  to  her  statement 
that  opium  taken  into  the  stomach  always  produced  very 
disagreeable  symptoms,  the  following  was  prescribed  :  — 

157  Ext.  Belladonnae gr.  ij. 

Quinije  Sulph gr.  xx. 

Opii  Pulv gr.  xvi. 

Misce  et  Ft.  Suppos.  No.  viij.     One  to  be  used  every  six  to  eight 
hours,  as  needed. 

On  the  following  morning  these  were  given  every  four 
hours.  During  Wednesday  the  patient  was  quite  comfort- 
able, took  freely  of  whiskey,  and  had  also  some  beef  tea. 
During  the  night,  however,  there  was  considerable  nausea, 
and  the  patient  was  quite  restless.  The  amount  of  opium 
in  the  suppositories  was  therefore  increased  on  Thursday 
morning  to  three  grains  in  each,  and  they  were  continued 
every  four  hours.  On  Thursday,  the  morning  temperature 
was  looj  ;  pulse,  104.  Evening  temperature,  I02| ;  pulse, 
116.  Owing  to  the  nausea,  four  ounces  of  beef  tea  were 
given  night  and  morning  by  enema.  On  Friday,  the  24th, 
the  patient  passed  a  very  comfortable  day,  the  evening  tem- 
perature only  reaching  loif.  On  Saturday,  at  11  a.  m., 
when  I  visited  the  patient,  everything  appeared  very  favor- 
able, and  treatment  was  ordered  continued.  At  2.30  p.  m. 
she  was  seen  by  Dr.  Stockton,  in  my  absence  from  the  city. 
He  noticed  that  she  appeared  pretty  thoroughly  under  the 
influence  of  opium,  and  ordered  the  suppositories  suspended 
until  he  should  call  again  in  the  evening.  At  6  p.  m.,  he 
was  hastily  summoned,  and  learned,  on  arrival,  that  for  an 
hour  the  patient  had  been  thoroughly  comatose.  Respira- 
tion was  slow,  labored,  and  stertorous,  and  ordinary  efforts 
to  rouse  her  were  totally  unavailing.  A  hypodermic  injec- 
tion of  atropia,  gr.  ^V,  was  given,  and  three  ounces  of  whis- 
key by  enema,  and  at  the  same  time  efforts  were  made  to 
increase  respiratory  movement.     Dr.  Davidson  was  called 
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in  consultation,  and  it  was  decided  that  enough  had  been 
done  until  the  action  of  the  atropia  should  be  manifest. 
At  the  end  of  an  hour,  the  pupils  being  still  contracted, 
atropia  gr,  ^  was  given  hypodermically.  At  about  8  p.  m., 
the  patient  could  be  made  to  answer  questions,  and  the  res- 
pirations had  increased  in  frequency.  The  pupils  were  still 
unrelaxed,  and  the  pulse  was  quite  rapid.  Whiskey  fiij 
was  again  given  by  enema.  When  I  arrived,  shortly  after 
9  p.  M.,  the  patient  seemed  to  be  failing.  Citrate  of  caffein 
gr.  ij  were  given  hypodermically,  and  electricity  employed, 
but  the  patient  seemed  surely  sinking.  At  midnight  we 
supposed  her  dead,  but,  a  feeble  effort  at  respiration  being 
noticed,  the  attempt  to  save  her  was  again  resumed.  Ci- 
trate of  caffein,  gr.  x,  and  whiskey,  fij,  were  given  per  rec- 
tum, and  the  use  of  electricity  again  called  into  requisition. 
At  I  A.  M.,  Sunday,  she  seemed  improving,  and  at  6  a.  m. 
consciousness  returned,  having  been  almost  wholly  sus- 
pended for  fourteen  hours.  From  this  time  the  patient 
made  a  steady  convalescence,  and,  on  June  8,  was  dis- 
charged well. 

The  foregoing  case  is  reported  simply  on  account  of  the 
sudden  and  almost  overwhelming  action  of  the  opium  em- 
ployed. For  two  days  the  patient  had  used  the  supposito- 
ries, which  so  suddenly,  in  the  afternoon  of  the  third  day, 
induced  such  a  profound  narcotic  effect.  They  were  given 
at  regular  intervals,  and  had  been  carefully  prepared  by  a 
skillful  druggist.  The  explanation  of  this  unexpected  effect 
is  not  perfectly  apparent,  but  the  case  forms  an  excellent 
commentary  on  Dr.  Campbell's  paper  on  rectal  alimenta- 
tion. 

Was  the  absorption  from  the  rectum  abolished  for  a  time 
and  suddenly  renewed }  Is  opium,  administered  in  this 
manner,  liable  to  have  a  cumulative  effect  ?  Or,  as  is  prob- 
ably the  case,  were  the  suppositories  crowded  into  a  mass 
of  feces,  so  as  only  to  reach  the  absorbing  surface  of  the 
/actum  in  a  combined  mass  .-* 


THREE  CASES  OF  RUPTURE  OF  THE  UTERUS. 

BY  THEOPHILUS   PARVIN,   M.    D., 
Indianapolis,  Ind. 

The  three  cases  of  uterine  rupture  which  I  have  grouped, 
occurred  in  parturition.  They  illustrate  three  of  the  causes 
of  this  accident,  and  they  also  repeat  the  common  proofs 
of  its  terrible  mortality. 

As  to  the  frequency  of  rupture  of  the  parturient  uterus, 
statistics  and  statements  have  given  various  results,  as  one 
in  940,^  one  in  1,300  or  1,400,^  one  in  1,331,^  one  in  2,433,* 
one  in  3,403,^  and  less  than  one  in  4,887.^  Johnson  and 
Sinclair"  state  that  in  13,748  deliveries,  the  accident  oc- 
curred seventeen  times,  or  once  in  a  little  over  800. 

The  accident  is  probably  much  more  frequent  than  the 
larger  of  these  proportions  would  lead  us  to  believe.  The 
number  of  cases  of  rupture  would,  I  am  persuaded,  be 
greatly  increased  if,  first,  known -cases  were  published,  and 
second,  if  unknown  cases  were  discovered.  The  first  state- 
ment is  so  obvious  that  it  needs  neither  proof  nor  comment. 
As  to  the  second,  the  testimony  of  Baudelocque  was  that 
he  rarely  made  post-mortem  examinations  after  cranioto- 
mies, without  finding  either  ruptures  or  severe  contusions 
of  the  uterus. 

Case  I.  Rupture  from  inal-presentation.  —  The  history 
of  the  first  case,  for  which  I  am  indebted  to  my  friend  Dr. 
I.  C.  Walker,  illustrates  mal-presentation  as  a  cause  of 
uterine  rupture,  and  is  briefly  this. 

When  I  was  called  to  Mrs.  G.,  a  stout,  healthy  German 

^  Burns.  ^  Ingleby.  ^  Churchill. 

*  Lehman.  ^  JoHy-  *  Ramsbotham. 

'  Practical  Midwifery  ^  London,  1858. 
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woman,  about  forty  years  of  age,  the  mother  of  six  living 
children,  the  physician  in  attendance  stated  that  she  had 
been  in  labor  forty-eight  hours,  that  the  pains  had  become 
quite  active,  but  had  abruptly  ceased  six  hours  previously, 
and  that  there  was  a  shoulder  presentation  which  he  had 
vainly  endeavored  to  correct.  The  pulse  was  1 50,  the  res- 
piration hurried,  and  the  countenance  expressive  of  great 
distress  and  prostration.  The  rupture  was  upon  the  right 
side  of  the  uterus,  and  the  child  had  partly  escaped  into 
the  abdominal  cavity.  There  was  no  difficulty  in  turning 
and  delivering.  The  child  of  course  was  dead,  and  the 
patient  died  five  hours  after  delivery. 

Case  II.  Rupture  from  fetal  deformity  —  Hydrocephalus. 
—  Mrs.  C,  a  healthy  woman,  thirty-five  years  of  age,  who 
had  given  birth  to  seven  children  and  had  one  miscarriage, 
was  taken  in  labor  on  the  evening  of  April  9,  1878.  The 
pains  were  tormenting  but  inefficient,  and  dilatation  ex- 
ceedingly slow,  so  that  it  was  not  until  twelve  o'clock  the 
next  day  that  a  satisfactory  digital  examination  could  be 
made,  when  the  head  was  found  unusually  large.  By  i  p.  m. 
the  pains  had  become  quite  severe,  but  after  a  terribly  in- 
tense pain  ceased  altogether.  They  did  not  return,  although 
the  patient  made  frequent  voluntary  efforts.  A  thorough 
examination  convinced  Dr.  McShane  ^  that  the  infant  was 
hydrocephalic.  Dr.  G.  N.  Duzan,  one  of  the  ablest  practi- 
tioners of  the  State,  was  summoned.  Upon  his  arrival  at 
5  p.  M.  he  perforated  the  head,  evacuating  about  a  quart  of 
fluid,  and  delivered.  Immediately  after  removing  the  pla- 
centa he  was  struck  by  the  woman's  remarkable  pallor  and 
evidences  of  prostration. 

At  once  thinking  of  concealed  hemorrhage,  he  introduced 
his  hand  into  the  uterus  until  it  came  in  contact  with  the 
liver,2  there  being  a  rent  of  not  less  than  six  inches  in  the 

^  I  am  indebted  to  Dr.  J.  T.  McShane,  of  Carmel,  Ind.,  who  had 
charge  of  this  patient,  and  to  Dr.  G.  N.  Duzan,  the  consultant,  for  this 
report. 

"^  Dr.  Duzan's  experience  reminds  one  of  a  passage  in  Blundell's  Lec- 
tures on  Midwifery,  vihtre.  this  eminent  obstetrician  describes  his  pass- 
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tundus  and  right  side  of  the  uterus.      Nevertheless,  the  pa- 
tient lived  for  thirty-eight  hours. 

Case  III.  Rupture  from  improper  adininistratio7t  of  ergot. 
—  On  Wednesday,  July  3,  at  i  p,  m.,  my  friend,  Dr.  T.  N. 
Bryan,  requested  me  to  visit  with  him  a  case  of  ruptured 
uterus  to  which  he  had  been  called  in  the  morning.  The 
patient,  a  robust  Irish  woman,  was  thirty-five  years  of  age. 
She  had  been  taken  in  labor  at  9  on  the  previous  even- 
ing. Two  former  pregnancies  had  occurred,  but  the  chil- 
dren were  still-born.  In  this  third  labor  a  German  midwife, 
at  II  p.  M.,  two  hours  after  the  commencement  of  labor, 
was  sent  for.  The  midwife  at  i  a.  m.  called  in  a  doctor 
who  was  associated  with  her  in  obstetrical  practice. 

She  represented  both  then,  and  subsequently,  that  the 
presentation  was  of  the  vertex,  and  that  the  labor  was  mak- 
ing favorable  progress.  Nevertheless  two  doses,  each  of  a 
drachm,  of  the  fluid  extract  of  ergot  were  given  at  half  an 
hour's  interval.  The  pains  were  frequent  and  severe  until 
3  A.  M.,  and  then  ceased. 

Dr.  Bryan  found  her  at  6  A.  m.  with  a  feeble,  rapid  pulse, 
and  complaining  of  great  abdominal  distress.  She  was 
vomiting  every  few  minutes,  and  there  was  some  external 
hemorrhage.  The  doctor  recognized  the  nature  ^  of  the 
accident,  and  the  patient  rallying  somewhat,  and  her  friends 
consenting  to  have  efforts  made  for  her  delivery,  I  was  sum- 
moned. 

I  found  the  patient  lying  upon  her  left  side,  her  greatest 
distress  being  referred  to  the  left  iliac  region,  and  its  vi- 
cinity. The  utero-fetal  tumor  was  directed  somewhat  ob- 
liquely from  this  to  the  right.  Introducing  my  right  hand 
gently  and  gradually  into  the  vagina,  it  first  came  in  con- 
tact with  a  fold  of  intestine  ;  then  passing  it  on  and  direct- 
ing his  hand  through  a  rent  in  the  uterus  —  for  the  purpose  of  reaching 
the  feet  to  turn — when  "he  perceived  the  intestines,  felt  the  beat  of 
the  large  abdominal  arteries,  touched  the  edge  of  the  liver,"  etc. 

1  When  Dr.  Bryan  suggested  to  the  midwife  and  her  assistant  that 
there  was  a  rupture  of  the  womb,  the  latter  naively  replied  :  "  It  was 
quite  likely.     He  had  seen  several  cases  of  the  kind." 
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ing  it  towards  the  left  side  of  the  false  basin,  I  reached 
the  child's  right  hand,  and  further  up  the  head.  A  few- 
minutes'  careful  examination  satisfied  me  that  there  was  a 
lateral  rupture  of  the  uterus  and  also  of  the  vagina,  that 
the  head  and  shoulders  had  escaped  through  this  aperture, 
but  that  it  was  ample  for  their  return  without  the  least 
violence.  Then  turning  my  hand  into  the  uterus,  and  car- 
rying it  upward  and  to  the  right,  I  touched  the  right  knee 
of  the  child,  and  hooking  a  finger  over  it,  soon  succeeded 
in  bringing  the  foot  to  the  vulva. 

Version  was  then  readily  completed,  and  with  Dr.  Bryan's 
skillful  assistance  the  delivery  of  the  child,  which  evidently 
had  been  dead  some  hours,  was  soon  accomplished.  Dr. 
Bryan  removed  the  placenta  without  difficulty,  and  but 
trifling  hemorrhage  ensued  ;  no  prolapsed  intestine  could 
now  be  discovered,  and  the  uterus  seemed  fairly  contracted. 
The  very  night  after  the  accident,  the  patient's  attendants 
permitted  her  to  get  out  of  bed  and  sit  in  a  chair  for  half 
an  hour !  In  the  treatment  of  this  case,  opium  and  quinia 
were  used,  ice-bags  to  the  abdomen,  and  injections  of  a  so- 
lution of  carbolic  acid.  Her  temperature  only  once  rose  as 
high  as  103°,  and  most  of  the  time  varied  between  101°  and 
102°.  The  pulse  for  one  day  was  less  than  100,  and  the 
bladder  and  bowels  were  evacuated  spontaneously.  Early 
Friday  night  she  was  seized  with  violent  vomiting,  and  it 
continued  through  the  night.  Most  carelessly  and  unfortu- 
nately neither  Dr.  Bryan  nor  I  was  sent  for.  From  that 
night  she  commenced  to  sink,  so  that  all  hope  of  her  re- 
covery was  lost,  and  she  died  a  little  more  than  four  days 
after  the  rupture  occurred. 

In  reviewing  the  history  of  the  case,  my  belief  is  that  this 
patient  would  probably  have  recovered  had  she  been  prop- 
erly nursed. 

According  to  Velpeau,^  Albucasis  first  mentioned  a  case 
of  rupture   of  the  uterus;  then  Plater  ^  one  in  1584,  and 

^  Tralte  Co77iplet  de  P Art  des  Accouchemens. 
^  Plater's  case  was  the  concubine  of  a  priest. 
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Fabricius  de  Hildanus  cites  an  analogous  case  observed  in 
1593,  and  adduces  two  others  from  Cornarius  ;  "but  Guil- 
lemeau  seems  first  to  have  comprehended  the  nature  of  the 
phenomenon  which  his  predecessors  had  only  indicated." 

In  regard  to  the  etiology  of  uterine  rupture,  may  we  not 
sum  up  the  intrinsic  causes  - —  of  course  all  violent  manipu- 
lation and  all  use  of  instruments  are  excluded  —  in  this 
statement :  want  of  correspondence  between  the  uterine 
force  and  the  resistance  it  attempts  to  vanquish.  Thus 
there  may  be  weakened  muscular  fibre  in  some  part  of  the 
uterus  ;  uterine  force  is  exerted,  resistance  is  greater  and 
the  weak  fibre  gives  way.  Or  again,  the  pelvic  entrance 
is  blocked  by  a  hydrocephalic  head,  or  the  pelvic  cavity 
packed  by  a  shoulder,  and  the  uterus,  roused  by  this  resist- 
ance impossible  of  removal,  is  ruptured  in  the  vain  effort. 
Or  the  uterus,  equal  to  the  gradual  propulsion  of  the  de- 
scending head  or  the  slow  dilatation  of  the  mouth,  is  called 
upon,  when  goaded  to  unnatural  activity  by  ergot,  to  accom- 
plish in  a  few  minutes  that  which  nature  designed  should 
occupy  hours,  and  rupture  is  the  result. 

Duparcque  in  his  classic  work  ^  has  placed  this  first 
among  his  "  conclusions "  as  to  rupture  of  the  body  of 
the  uterus  in  labor :  such  ruptures  have  for  their  deter- 
mining cause  uterine  contractions.  • 

And  our  own  eminent  countryman  and  fellow-member. 
Dr.  Trask,  who  has  studied  the  subject  so  thoroughly,  ob- 
serves :  "Unless  caused  by  direct  violence,  rupture  must, 
in  almost  every  case,  be  the  result  of  the  contraction  of  the 
uterine  fibres,  whether  the  uterus  be  healthy  or  diseased."  ^ 

Dr.  Tyler  Smith  ^  remarked,  in  referring  to  the  causes  of 
rupture  of  the  uterus  :  "I  do  not  think  sufficient  promi- 
nence has  been  given  to  uterine  motor -action,  which,  in  many 
cases,  is  the  sole  cause  of  the  mischief,  and  which  plays  an 
important  part  in  all."     And,  again,  in  the  same  lecture: 

^  Histoire  ConiplHe  des  Ruptures  et  des  Dechirures  de  PUta'us^  du 
Vagin  et  du  Pirinie.     Paris,  1839. 
"^  American  Journal  of  the  Medical  Sciences,  vol.  xv.,  1848. 
«  Lancet,  October  28,  1848. 
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"  Undoubtedly  cases  of  rupture  of  the  uterus  do  occur 
which  are  dependent  upon  softening  of  the  uterus  from 
inflammatory  action,  either  during  or  before  labor,  or  upon 
malignant  disease  of  the  uterus  ;  but  such  cases  are  rare 
when  compared  with  rupture  from  self-contraction  of  the 
uterus." 

Playfair,^  by  the  way,  in  referring  to  Tyler  Smith's  views, 
attributes  to  him  the  assertion  "  that  ruptures  are  relatively 
as  common  in  first  as  subsequent  pregnancies."  On  the 
contrary,  I  read  Tyler  Smith  as  saying,^  "  It  is  an  interest- 
ing and  remarkable  fact  that  ruptures  of  the  uterus  seldom 
happen  to  primiparous  women."  Be  this  as  it  may,  and  to 
return,  confirmation  of  Tyler  Smith's  views  as  to  rupture 
occurring  in  certain  cases  without  there  being  any  structural 
change  in  the  uterine  walls  to  explain  the  accident,  was 
given  by  Dr.  Robert  Barnes  when  he  asserted  ^  "that  he 
had  carefully  examined  the  tissues  in  three  cases  of  rupture, 
and  he  had  found  no  more  degeneration  than  that  normal 
amount  of  granular  change  of  the  fibre-cells  which  always 
existed  toward  the  end  of  pregnancy  as  a  preparation  for 
solution  of  the  tissues  about  to  become  superfluous  ;  cer- 
tainly, then,  although  degeneration  of  tissue  might  some- 
times be  present,  it  was  not  a  constant  or  necessary  condi- 
tion." 

On  the  other  hand,  Dr.  Angus  McDonald  makes  a  state- 
ment in  almost  direct  contradiction.  He  says,*  "  For,  as 
rupture  of  the  cervical  portion  forms  nearly  the  whole  of 
the  cases  of  uterine  rupture,  seeing  that  both  experiment 
and  clinical  observation  agree  in  leading  us  to  the  con- 
viction that  spontaneous,  rupture  of  the  body  or  fundus  is 
impossible  if  the  uterine  tissue  is  healthy,  if  we  have  fully 
mastered  the  mechanism  by  which  cervical  rupture  is 
brought  about,  we  have  been  able  to  explain  the  great  bulk 
of  uterine  ruptures." 

^  System  of  Midwifery. 

2  Op.  cit. 

'  Trans.  Obst.  Soc.y  London,  vol.  x.,  p.  45. 

*  Trans.  Edin.  Obst.  Soc,  vol.  iv.,  p.  431. 
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Certainly  the  first  part  of  Dr.  McDonald's  statement,  viz.  : 
"  rupture  of  the  cervical  canal  forms  nearly  the  whole  of  the 
cases  of  uterine  rupture,"  finds  no  support  in  the  statistics 
of  Dr.  Trask.  Those  statistics  show  that  of  148  cases  of 
rupture  occurring  (21)  in  gestation,  and  (127)  in  parturition, 
seventy-six  were  of  the  fundus  and  the  body,  and  only  sev- 
enty-two of  the  cervix,  involving  more  or  less  of  the  body 
and  of  the  vagina. 

It  is  not  necessary  to  enlarge  upon  the  special  causes 
—  mal-presentation,  fetal  deformity,  and  ergot  improperly 
given  —  that  produced  rupture  in  the  cases  I  have  re- 
ported ;  for  obstetric  literature  has  often  had  similar  tes- 
timonies. 

In  regard  to  the  treatment  of  this  accident,  but  few  words 
will  be  said.  That  treatment  has  varied  from  doing  nothing 
to  gastrotomy.  Each  of  these  two  can  boast  some  extraor- 
dinary results.  Thus,  Lambron,^  of  Orleans,  in  1775,  per- 
formed gastrotomy  in  a  case  seventeen  hours  after  the 
rupture;  in  1779  he  repeated  the  operation  upon  the  same 
patient,  and  in  1781  she  gave  birth  to  a  living  child  per 
vias  naturales.  On  the  other  hand,  Dubois  ^  narrates  a 
case  where  rupture  occurred,  and  the  escaped  infant  lodged 
in  the  right  hypochondrium,  the  patient  recovering.  A  new 
pregnancy  was  followed  by  rupture,  the  second  child  find- 
ing a  lodgment  in  the  left  hypochondrium.  One  was 
finally  removed  by  an  abscess,  the  other  by  incision. 

Just  now  the  advocates  for  gastrotomy  in  this  accident 
are  presenting  their  views  with  signal  ability.  The  teach- 
ing of  Levret  and  Baudelocque  is  revived,  revived  too  when 
the  large  experience  of  ovariotomists  in  abdominal  surgery 
has  given  priceless  wisdom  to  guide  and  sustain  it. 

Nevertheless,  while  gastrotomy  must  be  admitted  to  be 
the  best  course  in  case  the  fetus  has  entirely  escaped  into 
the  abdominal  cavity,  and  where  it  has  partially  thus  es- 

^  Duparcque,  op.  cit.  The  first  successful  gastrotomy,  on  account 
of  uterine  rupture,  given  by  Duparcque,  was  Thibault's,  in  October, 
1767. 

-  Velpcau,  op.  cit.,  ii.,  199. 
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caped  and  cannot  be  returned  to  the  uterus  without  vio- 
lence ;  yet  if  the  rent  involve  merely  cervix  and  vagina 
and  thus  present  abundant  opportunity  for  drainage,  is  it 
not  best  to  deliver  by  forceps,  by  craniotomy,  or  by  podalic 
version  ?  On  the  other  hand,  let  the  rupture  be  large  and 
high  up,  may  not  gastrotomy  be  advisable  to  remove  effused 
blood,  etc.,  from  the  peritoneal  cavity  because  there  can  be 
drainage  ? 

The  researches  of  Dr.  Robert  P.  Harris  certainly  present 
gastrotomy  in  a  more  favorable  light  than  would  have  been 
supposed.  That  seventy-five  per  cent,  of  the  mothers  may 
be  thus  saved  is  indeed  a  most  encouraging  statement. 

Finally  in  utterance,  though  first  in  practice,  the  preven- 
v!on  of  the  terrible  accident  is  chiefly  attainable,  I  believe, 
holding  the  creed  of  Tyler  Smith,  by  the  golden  rule  of  mod- 
erating excessive  reflex  motor  action ;  when  these  turbulent 
waves  of  contraction  are  beating  in  vain  against  unnatural 
barriers  —  of  calming,  if  need  be,  with  chloroform  or  other 
anesthetic,  with  opium  or  other  anodyne,  with  bleeding  or 
other  sedative  —  and  of  removing  those  barriers. 


ON  THE  EARLY  DELIVERY  OF  THE  PLACENTA 
WHEN  PREVIA,  WITH  THE  RELATION  OF 
A  CASE  OF  SPONTANEOUS  SEPARA- 
TION OF  THE  PLACENTA  WITH- 
OUT HEMORRHAGE. 

BY  ISAAC  E.  TAYLOR,   M.   D., 
New  York. 

The  first  case  of  spontaneous  separation  of  a  placenta 
previa  at  full  term  which  I  ever  saw,  and  indeed  the  second 
case  of  labor  I  attended,  was  in  this  my  native  city,  while  I 
was  a  student  in  the  office  of  my  brother.  Dr.  O.  H.  Taylor. 
There  was  excessive  hemorrhage,  a  rapid  delivery,  both 
mother  and  child  being  saved. 

After  an  interval  of  many  years  I  find  myself  again  in 
the  same  city,  addressing  an  audience  of  the  most  distin- 
guished obstetricians  of  this  country  on  the  subject  of 
spontaneous  separation  of  the  placenta,  when  centrally  im- 
planted, unaccompanied  by  hemorrhage.  The  views  which 
I  now  hold  with  regard  to  the  nature  of  this  complication 
and  its  proper  management  differ  widely  from  those  taught 
me  in  my  student  days  by  my  preceptors,  Drs.  James, 
Dewees,  Beattie,  Hodge,  and  Meigs;  and  it  is  the  fact  that 
such  differences  of  opinion  exist,  also,  among  authorities  of 
equal  eminence,  both  in  this  country  and  abroad,  which,  as 
well  as  the  importance  of  the  subject,  will  be  my  apology 
for  now  presenting  to  this  Society  the  following  observations. 

The  differences  of  opinion  regarding  this  subject  relate 
to  all  its  phases,  namely,  the  physiological  function  of  the 
cervical  portion  of  the  uterus  ;  the  relative  frequency  with 
which  the  placenta  is  implanted  at  different  points  on  the 
uterine  walls ;  the  sources  of  hemorrhage  ;  the  physiologi- 
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v.al  delivery  of  the  placenta  when  it  is  previa ;  and  the  proper 
mode  of  procedure  when  artificial  aid  is  required. 

Each  of  the  subjects  I  have  named  has  already  been  the 
theme  of  harsh  and  almost  endless  controversy,  and  all  are 
still  considered  as  sub  jiidice. 

The  causes  of  malposition,  the  frequency  of  its  occur- 
rence, and  the  sources  of  the  hemorrhage,  I  shall  not  dwell 
upon,  but  shall  confine  myself  to  the  consideration  of  the 
normal  changes  which  occur  in  the  cervix  during  pregnancy, 
and  to  the  influence  they  may  exert  upon  the  development 
and  expulsion  of  the  placenta,  when  it  is  attached  over  the 
outlet  of  the  uterine  cavity. 

Ruskin  says  that,  "  A  downright  fact  may  be  said  in  a 
pleasant  way,  and  we  want  downright  facts  at  the  present, 
more  than  any  thing  else." 

I  hope,  therefore,  that  I  shall  follow  his  opinion,  and  that 
what  I  have  to  say  will  be  founded  not  so  much  on  a  theo- 
retical basis  as  upon  an  experience,  by  no  means  inconsid- 
erable, and  upon  cases  which  have  been  carefully  observed, 

Mrs.  H.,  aged  26,  primapara,  was  attended  by  me  in  her  con- 
finement, which  came  off  February  8,  1878.  She  was  of  a  deli- 
cate constitution,  having  a  tendency  to  phthisis.  During  the  early 
months  of  gestation,  the  stomach  was  a  source  of  some  trouble 
to  her.  Slight  malarial  attacks  also  occurred  twice  daily.  At  the 
eighth  month  I  was  summoned  to  attend  her,  and  decide  whether 
the  child  was  living,  as  no  motion  had  been  felt  for  several  days. 
The  size  of  the  uterus  seemed  to  have  diminished,  as  she  said, 
"to  have  fallen."  No  fetal  movement  was  heard;  a  gentle  pla- 
cental murmur  was  audible  in  the  lower  part  of  the  uterus  in  the 
left  pubic  and  iliac  regions.  When,  three  weeks  afterwards,  I  was 
again  summoned,  labor  had  commenced ;  the  pains  were  recurring 
every  half  hour,  but  three  hours  later  there  had  been  no  change. 
At  4  p.  M.,  the  pains  had  become  more  efficient,  occurring  every 
fifteen  minutes.  An  examination  revealed  a  soft  cervix  of  natu- 
ral length.  The  os  was  patulous,  no  dilatation  of  the  internal 
orifice  being  apparent.  At  6  p.  m.  the  pains  were  more  efficient, 
but  no  more  frequent.  The  os  tineas  was  dilated  to  the  size  of 
a  half  dollar.  The  head  supposed  to  be  felt  through  the  cervix 
was  smooth  to  the  touch,  and  seemed  to  be  covered  with  the 
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membranes.  Half  an  hour  later  the  pams  were  of  an  expulsive 
nature,  but  not  severe.  On  examination  the  os  uteri  was  open  to 
two  thirds  of  its  diameter. 

A  moderately  smooth  firm  substance  was  felt,  and  posteriorly 
to  this  a  tumor  which  was  supposed  to  be  the  head  of  the  child, 
with  a  caput  succedaneum  covered  by  the  membranes.  This  pos- 
terior swelling  was  tapped  during  a  pain,  and  the  head  of  the 
child  descended  rapidly,  carrying  before  it  this  substance,  which 
proved  to  be  the  placenta  in  a  state  of  thorough  fatty  degen- 
eration, and  not  more  than  four  inches  in  diameter,  smooth,  and 
glistening  on  its  uterine  surface,  and  fully  one  and  a  quarter 
inches  thick.  Scarcely  two  ounces  of  blood  were  lost ;  there  was 
no  flow  of  any  moment  after  the  delivery,  until  nearly  two  days 
had  elapsed.  The  head  of  the  child  was  slightly  hydrocephalic 
and  quite  elongated.  Precisely  a  similar  condition  of  the  placenta 
has  been  noted  by  me  in  two  previous  cases,  but  in  both  the  child 
died  before  labor  came  on.  In  the  case  here  referred  to,  a  suspi- 
cion existed  that  syphilis  acted  as  a  cause  of  the  morbid  change. 

Cases  of  this  nature  are  deemed  to  be  exceedingly  rare ; 
indeed,  by  some  authorities  their  occurrence  has  been  called 
in  question. 

Cazeaux,  whose  opinion  has  generally  been  quoted,  says 
that  "  the  hemorrhages  are  usually  considered  to  be  inev- 
itable under  such  circumstances,  yet  they  may  not  appear 
during  labor,  and  the  dilatation  of  the  os  uteri  may  be  ef- 
fected without  the  loss  of  a  drop  of  blood." 

Baudelocque,  Leroux,  and  Pardigon,  had  previously  as- 
serted the  same  opinion,  and  Velpeau  confirms  this  view, 
-xmarking  that  the  placenta,  when  previa,  may  be  detached 
and  occupy  the  vagina  without  hemorrhage  having  oc- 
curred. 

Chapman  has  cited  a  case  of  this  nature,  confirmed  by 
Rigby  ;  likewise  in  1722,  according  to  Velpeau,  Petit  an- 
nounced the  same  idea  before  the  Academy  of  Medicine  in 
Paris. 

Walter's  explanation  of  such  an  occurrence  is,  that  a 
larger  communication  exists  between-  the  arterial  and  ve- 
nous radicles  of  the  uterus  than  usual,  whereby  the  blood 
may  pass  from  the  arteries  into  the  veins  without  escaping- 
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Mercier  believed  that  the  exhalent  vessels  of  the  womb 
are  then  in  a  state  of  contraction,  and  a  perversion  of  their 
sensibility  exists,  which  is  sufficient  to  retain  the  course  of 
the  blood. 

Moreau  remarked  that  the  children  at  that  time  are  dead, 
and  have  been  so  for  several  days. 

As  soon  as  the  infant  dies  in  the  womb,  the  cessation  of 
the  fetal  circulation  occasions  changes  in  the  organ,  the 
blood,  being  arrested  in  the  vessels,  coagulates  there ;  the 
latter  retract,  or  even  become  obliterated,  and  no  more 
blood  reaches  the  womb  than  what  is  necessary  to  its  nu- 
trition, and  hence  the  dilatation  of  the  orifice  may  be  ef- 
fected without  hemorrhage,  notwithstanding  the  vessels  that 
unite  its  internal  surface  to  the  placenta  are  torn. 

Moreau's  explanation  received  the  approval  of  Cazeaux, 
that  the  pathological  changes  which  most  often  occur  in  the 
placenta  during  gestation,  are  due  to  a  fatty  degeneration 
of  that  organ. 

Before  proceeding  to  a  further  discussion  of  these  ques- 
tions, I  will  dwell  for  a  few  moments  upon  the  physiological 
delivery  of  the  placenta  from  the  stand-point  which  I  have 
advocated  since  1852. 

.  To  do  so  I  must  refer  to  the  general  error  pervading  ob- 
stetric writings,  that  the  cervix  is  the  seat  of  placental  at- 
tachment, consequent  on  its  being  drawn  up,  so  as  to  become 
a  part  of  the  wall  inclosing  the  uterine  cavity. 

The  views  which  have  been  current  among  obstetricians, 
with  hardly  an  exception,  regarding  the  participation  of  the 
cervix  in  the  changes  undergone  by  the  gravid  uterus,  have 
been,  that  at  some  period  in  the  later  stages  of  pregnancy 
the  cervix  has  become  shortened. 

The  modes  in  which  this  shortening  has  been  assumed 
by  them  to  take  place  are  two,  namely  :  First,  by  a  coales- 
cence of  the  cervix  with  the  uterine  cavity,  chiefly  through 
an  expansion  of  the  inner  os  and  the  super-vaginal  portion 
of  the  cervix  ;  this  process  being  considered  to  occur 
most  frequently  by  a  gradual  obliteration  from  above  down 
wards. 
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The  authorities  who  have  adopted  this  theory  have  been 
numerous. 

To  begin  with  Hunter,  whose  plate  showing  a  centrally- 
implanted  placenta  previa  has  been  copied  in  all  obstetrical 
works.  It  will  be  seen  on  examination  of  this  plate  that 
the  placenta  occupies  the  expanded  cervix,  the  os  internum 
being  fully  three  to  four  inches  in  diameter,  while  the  ex- 
ternal OS  is  closed.  Both  Barnes  and  Playfair  adopt  this  the- 
ory, the  former  giving  us  not  only  this  diagram,  but  also 
two  others  representing'  the  uterus  as  divided  into  three 
zones.  I.  The  fundal  zone  —  safe  placental  seat  —  upper 
polar  circle.  2.  Meridional  zone  —  safe  placental  seat  — 
post  partum  hemorrhage.  3.  Cervical  zone  —  lower  polar 
circle  —  dangerous  placental  seat,  the  limit  of  spontaneous 
placental  detachment. 

The  second  diagram  of  Barnes  shows  his  views  regarding ' 
the  proper  mode    of   detaching  the  placenta  from  the  os 
tincae  up  to  the  internal  os  —  which  is  the  limit  of  the  lower 
polar  circle  or  safe  placental  seat. 

I  am  not  unmindful  that,  in  the  discussion  which  followed 
Dr.  Matthews  Duncan's  paper,  of  the  ist  of  October,  1873, 
"  On  the  Spontaneous  Separation  of  the  Placenta,"  Dr. 
Barnes  denied  that  the  placenta  was  ever  attached  to  the 
external  os,  and  that  he  referred  to  a  drawing  of  a  uterus 
at  the  fifth  month  of  gestation  which  he  sent  to  Matthews 
Duncan,  and  in  which  the  cervix  was  represented  as  having 
a  length  of  five  and  a  half  inches.  This  illustration  was 
published  in  the  "  Edinburgh  Medical  Journal,"  of  March 
19,  1859.  This  specimen,  however,  can  be  of  no  value  as 
representing  the  condition  of  the  cervix  uteri  at  full  term 
—  a  question  having  a  direct  bearing  upon  the  proper  mode 
of  management  in  cases  of  placenta  previa.  Yet  if  Dr. 
Barnes  admits  this  specimen  to  have  been  an  illustration  of 
his  views  regarding  the  non-coalescence  of  the  cervix  with 
the  cavity  of  the  uterus  during  gestation,  then  a  different 
explanation  must  be  adduced,  regarding  the  cause  of  hem- 
orrhage, and  the  physiological  expulsion  of  the  placenta, 
than  the  one  to  which  he  holds. 
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The  hemorrhage,  says  Dr.  Barnes,  occurring  at  the  time 
of  labor  is  to  be  attributed  to  the  active  expansion  of  the 
cervix,  casting  off  or  detaching  itself  from  the  placenta, 
and  he  asks  :  "  Is  this  consistent  with  clinical  observation  ? 
....  The  true  explanation  is,  I  submit,  the  very  reverse  of 
that  generally  accepted.  What  is  the  part  endowed  with 
the  most  active  growth  .-"  Is  it  not  the  ovum,  the  placenta  1 
The  growth  of  the  cervix  is  secondary,  it  is  the  result  of 
the  stimulus  of  the  ovum.  The  first  detachment  of  pla- 
centa, then,  arises  from  an  excess  in  rate  of  growth  of  the 
placenta  over  that  of  the  cervix,  a  structure  which  was  not 
designed  for  placental  attachment,  and  which  is  not  fitted 
to  keep  pace  with  the  placenta.  Hence  loss  of  relation  ; 
hence,  the  placenta  shoots  beyond  its  site,  and  hemorrhage 
results."  ^ 

Again,  referring  to  the  cervical  zone.  Dr.  Barnes  says : 
"  All  placenta  fixed  here,  whether  it  consist  in  a  flap  en- 
croaching downwards  from  meridional  zone,  or  whether  it 
be  the  entire  placenta,  is  liable  to  previous  detachment." 

The  theory  of  Cazeaux  and  Jacquemier  is  the  very  re- 
verse of  that  of  Barnes.  Referring  to  the  cause  of  placen- 
tal detachment,  they  say  :  — 

"  Instead  of  its  being  the  ovum  —  the  placenta  —  it  is  in 
the  uterus  in  the  last  three  months  that  the  fibres  apper- 
taining to  the  lower  third  of  the  womb  are  developed  in  a 
rapid  manner,  and  the  cavity  of  the  organ  is  enlarged  in 
consequence  of  the  distention  and  growth  of  the  lower  part 
of  the  womb.  The  ovum  or  placenta  is  far  more  rapid  in 
its  growth  in  the  first  six  months  than  in  the  last  three 
months." 

Milne,  on  this  point,  observes  that,  "  Whether  the  theory 
of  Barnes,  or  that  of  Jacquemier  and  Cazeaux,  are  accepted, 
they  are  readily  reconcilable  with  the  fact,  that  hemorrhage 
does  not  begin  till  labor  has  commenced  at  term."" 

Respecting  coalescence  of  the  cervix,  which  is  an  addi- 
tional cause,  Cazeaux  says :  "  In  the  last  two  weeks  its 
length,  hitherto  intact,  diminishes  very  rapidly  and  ends  by 
^  Lectures  on  Obstetric  Operations,  New  York,  187 1,  p.  370. 
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complete  obliteration ;  silent  and  painless  contractions  take 
place  usually  a  week  or  ten  days  before  the  onset  of  labor 
pains." 

Duncan  testifies  to  the  same  mechanism  of  dilatation  of 
the  cervix,  in  the  March  number  of  the  "  Edinburgh  Medi- 
cal Journal,"  1859. 

"  In  discussing  the  subject  I  intentionally  omit  the  latter 
days  of  the  ninth  month  of  pregnancy,  as  silent  and  pain- 
less labor  is  often  really  going  on.  I  mean  that  contrac- 
tions of  the  uterus  usually  without  pain  are  effecting  the 
complete  obliteration  of  the  cervical  canal." 

As  late  as  1873  this  view  is  reiterated.  He  adopts  the 
views  of  Wietbrecht,  who,  he  thinks,  anticipated  Cazeaux  as 
far  back  as  1750.  Wietbrecht's  specimen  was,  however, 
only  eight  months  advanced  in  pregnancy. 

Angus  McDonald  presented  a  morbid  specimen  at  full 
term  of  a  patient  who  died  suddenly,  which  was  inspected 
also  by  Duncan,  and  which  specimen,  so  far  as  my  knowl- 
edge goes,  is  the  only  one  at  full  term  that  any  of  the  au- 
thorities cited  have  presented  or  exhibited ;  all  the  others 
having  been  between  the  sixth,  seventh,  and  eighth  months, 
and  without  relation  to  the  subject. 

McDonald  says,  in  his  remarks  before  the  Obstetrical 
Society  of  Edinburgh,  February,  1878,  in  the  discussion  of 
the  paper  of  Charles  Bell  on  Placenta  Previa,  "that  this 
specimen  showed  that  the  cervix  was  intact,  and  in  no  wise 
used  up  in  the  amplification  of  the  lower  segment  of  the 
uterus."  But  independent  of  this  fact,  the  using  up  of  the 
cervix,  he  held  and  endeavored  to  prove,  did  not  usually 
commence  until  ten  or  fourteen  days  before  labor,  and  fre- 
quently not  until  the  onset  of  labor  pains.  That  only  after 
the  lower  uterine  segment  became  stretched,  in  connection 
with  the  development  of  the  cervix  uteri  under  the  action 
of  uterine  contractions  (an  occurrence  usually  restricted  to 
ten  days  before  labor,  and  at  times  even  up  to  the  onset  of 
labor),  was  hemorrhage  unavoidable." 

Our  distinguished  colleague,  Dr.  Thomas,  in  his  first 
paper  on  the  "  Prophylactic  Treatment  of  Placenta  Praevia,"  * 
1  Am.  J.  Obst.,  i.,  p.  20,  1868. 


ISAAC  E.    TAYLOR.  SI 7 

says  in  his  formulated  statement,  "Repeated  hemorrhages 
occurring  during  the  ninth  month  as  the  os  internum  dilates 
under  the  influence  of  painless  uterine  contractions  which 
then  occur,"  etc, 

Litzmann  entertains  the  same  opinion  as  Cazeaux,  and 
expressed  in  the  same  language ;  but  he  expresses  a  dif- 
ferent opinion  respecting  primaparas,  in  whom  he  considers 
it  takes  place  from  above  downwards,  and  in  the  multipara 
from  below  upwards. 

Otto  KListner,^  in  1877,  objected  to  this  supposition,  as 
he  terms  it,  of  the  cervix  even  remaining  intact  until  ten  or 
fourteen  days  before  the  commencement  of  labor,  and  de- 
rives his  arguments  from  his  microscopical  investigations, 
so  far  as  they  show  the  possibility  of  limiting  the  borders 
of  the  cervical  cavity  by  means  of  the  cylindrical  epithe- 
lium which  belongs  to  the  cervix,  and  maintaining  that  as  far 
as  the  cylindrical  epithelium  extends,  so  far  must  we  recog- 
nize the  tissues  as  belonging  to  the  cervix ;  this  view  of  the 
subject  he  deduces  from  his  investigations. 

The  dilatation  of  the  superior  part  of  the  cervix  occurs 
during  pregnancy,  and  without  preliminary  pains.  The 
hyperplasia  in  the  dilated  portion  comprises  the  cervical 
mucous  membrane  in  toto,  and  all  its  structural  elements ; 
the  mucous  membrane  thereby  resembles  the  decidua,  the 
crypts  of  the  cervix  being  comparable  to  the  uterine  glands. 

The  cervical  canal  is  shortened  by  the  dilatation,  so  that 
at  the  end  of  pregnancy  there  remains  only  a  part  of  the 
original  length  of  the  cervix.  A  detachment  of  these  mem- 
branes from  their  base  cannot  be  demonstrated  during  the 
last  month  of  pregnancy. 

In  reference  to  Hunter's  plate,  which  has  been  copied  by 
nearly  all  the  obstetrical  authorities,  even  to  the  present 
time,  and  to  show  how  innocent  and  erroneous  the  applica- 
tion has  been,  and  the  fallacious  theories  based  thereon, 
Dr.  Bell,  in  June,  1878,  says  :  "This  was  evidently  a  case  of 
central  implantation  of  the  placenta,  which  was  apparently 

^  "  Beitrage  zur  Anatomic  der  Cervix  Uteri,"  Arch.f.  Gyncek,  xii. 
3,  P-  383- 
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attached  above  the  internal  os,  but,  judging  from  the  en- 
graving, there  is  no  indication  of  its  being  attached  to  any 
part  of  the  cervix." 

If  Dr.  Bell  had  referred  to  the  antecedent  plate  in  Hun- 
ter's work,  he  would  have  been  fully  convinced  on  that  point. 
In  my  monograph  on  "Placenta  Previa,"  1864,  I  called 
attention  to  this  great  error,  and  to  the  fact  that  the  pla- 
centa was  attached  to  the  anterior  side  of  the  lower  part 
of  the  body  of  the  uterus,  and  not  to  the  cervix. 

This  preparation,  which  he  went  to  Glasgow  to  see,  he 
says,  was  not  found  there ;  another  morbid  specimen  was 
found,  however,  which  showed  that  the  placenta  was  not 
adherent  to  the  cervix  in  advanced  pregnancy.  It  is  a  beau- 
tiful preparation  which  represents  nearly  a  complete  central 
implantation,  but  the  portion  which  bulges  down  into  the 
cervix,  after  crossing  the  internal  os  gives  no  indication  of 
having  been  attached  to  it. 

The  dilated  cervix  is  comparatively  smooth,  and  there  is 
not  the  slightest  vestige  of  uterine  vessels  with  open  mouths, 
as  there  would  have  been  had  the  placenta  been  torn  from 
it. 

Bandl,  of  Vienna,  at  the  meeting  of  naturalists  and  phy- 
sicians at  Hamburg,  in  1877,  exhibited  a  morbid  specimen 
of  the  cervix  uteri  taken  from  a  woman  who  died  in  the 
eighth  month,  after  Cesarean  section,  to  show  that  the  cer- 
vix is  not  a  simple  channel  but  funnel-shaped,  and  that  a 
large  portion  of  it  flares  out  into  the  cavity  of  the  uterus. 

He  considers  that,  at  the  sixth  month,  in  a  primapara,  the 
straight  portion  of  the  funnel  has  a  length  of  two  to  five 
centimeters,  while  the  flaring  portion  has  a  length  of  three 
centimeters.  The  same  cervical  membrane  covers  both 
these  portions.  The  fetal  membrane  is  closely  adherent  to 
the  uterus  only  above  the  edge  of  the  flaring  part  of  the 
funnel,  and  its  lower  margin  forms  a  circle  of  six  centime- 
ters in  diameter. 

Towards  the  end  of  pregnancy  the  lower  part  of  the 
uterus,  the  flaring  portions  of  the  cervix,  soften,  and  the 
bag  of  water  projects  below  the  plane  of  the  pelvic  inlet. 
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The  Straight  part  now  softens,  becomes  stretched  and  thin- 
ner, and  the  canal  less  distinct ;  that,  when  labor  sets  in,  the 
head  is  separated  from  the  vagina  by  a  very  thin  tissue  only, 
and  the  vaginal  part  of  the  cervix  disappears  m  the  wall  of 
the  uterus. 

Cases  of  placenta  previa  show  a  complete  absence  of  the 
flaring  portion  of  the  funnel  with  the  covering  of  cervical 
membrane,  as  do  also  all  those  cases  in  which  the  placenta 
is  found  adherent  even  as  low  as  the  external  os. 

Referring  to  the  investigations  of  Bandl,  Simpson  of 
Edinburgh,  in  the  discussion  on  Dr.  C.  Bell's  paper,  consid- 
ers them  as  a  mere  dogma,  and  gives  no  credence  to  them, 
but  holds  the  opinion  and  views  of  Leishman.  Kiistner,  as 
well  as  the  older  authorities.  Simpson's  morbid  specimen 
was  exhibited  at  the  same  meeting  with  that  of  Dr.  McDon- 
ald. He  took  occasion,  he  said,  at  the  time,  to  point  out 
that  the  cervix  of  a  uterus  in  the  sixth  month  of  pregnancy 
was  larger  than  the  full  term  cervix  in  Dr.  McDonald's  prep- 
aration by  three  quarters  to  one  inch.  He  was  inclined 
to  believe  that  the  shortening  of  the  cervix  by  expansion 
from  above  during  pregnancy,  was  to  form  a  cup  into  which 
the  lower  part  of  the  ovum,  invested  by  the  remains  of  the 
decidua  reflexa,  would  be  received ;  this  he  had  sometimes 
observed  to  take  place.  In  the  case  of  a  patient  with  con- 
tracted pelvis  in  whom  he  desired  to  induce  labor,  when 
the  finger  had  passed  through  the  cervical  canal  to  a  dis- 
tance, as  he  judged,  of  more  than  an  inch,  and  the  point  of 
the  finger  over  the  circular  ridge  which,  at  first,  he  took 
for  the  OS  internum,  he  found  the  membrane  detached  all 
round  the  lower  portion  of  the  cavity  in  which  the  ovum 
was  lying. 

It  was  at  the  thirtieth  week,  and  no  attempt  at  uterine 
action  was  manifested.  The  finger  had,  however,  to  pass  a 
good  inch  beyond  what  felt  like  the  ring  of  the  os  internum 
before  it  came  upon  the  circle  of  attachment  of  the  ovum 
to  the  uterine  walls,  so  that  in  this  case  it  was  probably  the 
widely  expanded  os  internum.  If  then  such  an  expansion 
of  the  supra-vaginal  part  of  the  cervix  occasionally  took 
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place  in  ordinary  cases,  ne  thought  it  must  as  well  occur  in 
cases  of  placenta  previa. 

This  case  of  Simpson  tends  to  illustrate,  I  believe,  the 
views  of  Bandl. 

In  my  monograph  on  "Procidentia  Uteri"  I  cite  two  cases 
at  the  fourth  month  of  gestation  in  which  the  uterus  was 
procident  and  they  were  considered  as  simply  procidentia 
uteri  with  hypertrophic  elongation  of  the  supra-vaginal  por- 
tion, that  is,  the  portion  between  the  body  and  the  cervix 
proper.  No  suspicion  of  pregnancy  existed  after  these  in- 
vestigations, the  patient  denying  the  fact.  The  sound  in 
one  passed  fully  eleven  inches  from  the  os  tincae  to  the 
fundus,  and  in  the  other  ten  inches,  certainly  the  body  of 
the  uterus  could  not  be  so  long  at  the  fourth  month  of  preg- 
nancy.    The  supra-vaginal  part  was  quite  thin  and  long. 

In  two  or  three  days  the  uterus  was  felt  round  and 
globular,  and  of  the  size  that  we  might  expect  after  abor- 
tion at  the  fourth  month.  If  we  accept,  as  I  freely  do,  the 
investigation  of  these  celebrated  anatomists,  which  I  have 
so  often  seen  confirmed  in  cases  of  procidentia  uteri,  I 
agree  with  them  in  considering  that  there  is  an  interme- 
diate part  existing  in  the  unimpregnated  uterus,  between 
the  body  and  the  cervix,  which  undergoes  pathological  and 
physiological  changes  —  lengthening  or  shortening.  This 
opinion  does  not  in  the  least  militate  against  the  view  which 
I  entertain  respecting  the  non-coalescence  of  the  cervix 
with  the  body  during  gestation. 

By  the  descent  of  the  uterus  in  the  cavity  of  the  pelvis 
this  part  is  shortened,  as  it  is  by  the  ascent  with  antever- 
sion  and  anteflexion  of  the  uterine  body  during  gestation  as 
in  the  case  that  I  have  to-day  presented  with  a  diagram. 
When  I  reviewed  this  subject  lately  with  regard  to  this  im- 
portant point,  which  has  such  a  decided  bearing  upon  the 
physiology  of  the  delivery  of  the  placenta,  referring  to  the 
authorities  which  I  have  cited,  I  must  admit  that  I  had  no 
conception  of  how  various  and  diverse  the  opinions  were 
on  this  small  though  important  annex  of  the  uterus. 

From  the  examination  of  more  than  two  thousand  five 
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hundred  patients,  extending  over  a  period  of  twenty-seven 
years,  and  embracing  cases  of  pregnancy  at  all  stages  of  its 
progress  ;  cases  of  placenta  previa ;  twenty-five  post-mor- 
tem examinations  of  patients  who  had  died  previous  to,  or 
at  the  commencement  of,  or  shortly  after,  labor,  the  opinion 
which  I  hold  regarding  the  changes  which  the  cervix  un- 
dergoes during  the  progress  of  utero-gestation  may  be 
stated  as  follows  :  — 

I  hold  that  the  cervix  uteri  does  not  undergo  any  efface- 
ment  during  the  progress  of  gestation  either  in  its  supra- 
or  infra-vaginal  portions,  that  the  superior  part  does  not 
flatten  out  or  coalesce  with  the  body  of  the  uterus,  nor  does 
the  inferior  part,  as  Kiistner  and  Bandl  have  asserted,  be- 
come lost  or  used  up  in  the  general  enlargement  of  the 
uterus  which  takes  place,  in  order  to  accommodate  the 
growing  child. 

It  is  the  same  cervix  as  regards  its  length  and  structure 
as  exists  prior  to  the  commencement  of  pregnancy,  with  the 
exception  of  the  physiological  hyperemia  and  serous  infiltra- 
tion which  it  undergoes,  in  order  that  it  may  be  fitted  for 
the  dilatation  by  the  passage  of  the  child's  head. 

I  have,  moreover,  observed  instances  in  which  the  length 
of  the  cervix  has  increased  during  the  period  of  gestation 
through  hypertrophy  of  the  supra-vaginal  portion. 

An  examination  of  the  cervix  immediately  prior  to  the 
advent  of  labor  will  show  that  the  transverse  and  longitudi- 
nal folds  of  its  canal  have  become  unfolded  and  its  surface 
presents  a  white  fibro-serous  aspect. 

Immediately  after  the  passage  of  the  child  through  the 
cervix,  its  tissue  simply  resiliates  and  assumes  its  former 
condition,  excepting  in  so  far  as  its  muscular  fibres  have 
been  temporarily  paralyzed  by  over  distention,  and  it  is  left 
soft  and  patulous. 

To  the  touch  alone  these  cases  may  sometimes  give  the 
impression  that  the  infra-vaginal  portion  has  been  obliter- 
ated as  Bandl  has  asserted,  but  ocular  examination  will 
demonstrate  that  this  impression  is  due  to  a  more  or  less 
complete  eversion  of  the  parts. 

VOL.   III.  21 
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In  order  to  explain  further  the  view  that  I  hold  regard- 
ing the  manner  of  spontaneous  delivery  in  cases  of  pla- 
centa previa,  I  will  refer  to  some  remarks  which  I  pub- 
lished in  the  New  York  "  Medical  Record,"  vol.  xii.  (1877), 
p.  644. 

Johannes  Hoist  ^  remarks  that,  "  In  the  first  volume  of 
my  contributions  I  described  the  changes  during  the  latter 
stages  of  pregnancy,  and  then  dilated  on  the  views  I  had 
expressed  in  1853."  "  Professor  Spiegelberg,"  he  says,  "dis- 
cussed the  same  question  in  December,  1864,  and  came  to 
the  same  conclusion,  except  with  regard  to  my  views  that 
the  canal  of  the  cervix  takes  another  direction  at  the  end  of 
pregnancy,  forming  an  oblique  angle  with  the  uterine  axis, 
the  angle  opening  backwards.  In  the  last  stages  the  canal, 
in  most  cases,  approaches  more  and  more  the  horizontal 
position. 

"  The  difference  in  opinion  with  regard  to  this  question 
arises  from  the  fact  that  in  the  introduction  of  the  finger 
the  direction  of  the  canal  and  the  position  of  the  os  against 
the  sacrum  are  overlooked,  the  finger  is  rapidly  introduced, 
the  canal  is  brought  into  a  more  or  less  vertical  direction 
to  conform  to  the  direction  of  the  finger;  the  external  os 
is  brought  directly  opposite  to  the  internal  os,  and  thus  the 
canal  is  shortened,  while  its  persistence  and  direction  are 
overlooked." 

It  affords  me  great  pleasure,  in  addition  to  this  quotation, 
to  refer  to  the  morbid  specimen  presented  to  the  Obstetrical 
Society  of  Boston  ^  by  our  highly  esteemed  secretary,  Dr. 
Chadwick,  showing  at  full  term  not  the  least  change  in  the 
length  of  the  cervix,  or  a  modification  of  its  structure. 
Schroeder  adopts  the  same  view. 

-  The  exact  drawings  by  my  artist,  Mr.  Koehler,  of  the 
morbid  specimens,  taken  soon  after  death,  show  the  length 
of  the  cervix,  the  internal  os,  in  a  primipara  nearly  oc- 
cluded, and  in  a  multipara  more  widely  open,  —  the  inter- 
nal mucous  membrane,  having  the  true  arbor  vitce  appear- 

1  Monatschr.  f.  Geburtsk.,  ii.,  p.  251,  1864. 

2  Am.  J.  Obst.,  X.,  3,  p.  448,  1877. 
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ance,  —  and  the  decidua  reflexa  and  vera  beautifully  delin- 
eated on  the  internal  orifice. 

In  the  third  drawing  the  white  fibrous  structure  is  dis- 
tinct from  the  muscular  structure  of  the  body.^ 

I  think  it  must  be  apparent  that  even  those  morbid  speci- 
mens negative  all  the  investigations  that  are  based  upon 
the  touch  or  the  microscopical  investigations  of  Kiistner. 

Now  whether  the  cervix  begins  to  be  obliterated  at  the 
sixth,  seventh,  eighth,  or  ninth  month,  or,  according  to 
those  authorities  who  entertain  the  opinion  that  silent  and 
painless  contractions  obliterate  the  cervix  uteri,  —  ten  days 
or  two  weeks  before  labor,  there  can  be  no  difference  in 
the  result. 

If  language  means  anything,  then  there  is  effacement  of 
the  cervix,  and  the  placenta  must  be  detached  from  the  in- 
ternal orifice  ;  and  the  placenta  must  attach  itself  to,  or  be 
fixed  in  the  cavity  of  the  cervix,  and  continue  so  until  la- 
bor sets  in,  or  else  the  placenta  must  be  delivered  and  the 
labor  terminate. 

Is  it  possible  that  when  the  placenta  is  separated  from 
the  fundus  or  sides  of  the  uterus,  a  hemorrhage  will  not 
ensue,  whether  the  blood  flows  out  or  remains  in  that  or- 
gan ."*  If  it  does  flow  out  should  not  the  case  be  treated 
as  one  of  accidental  hemorrhage,  and  the  patient  be  deliv- 
ered ? 

Gendrin  and  Puzoz  held  that  even  if  hemorrhage  had  oc- 
curred, the  placenta  might  form,  even  afterwards,  an  at- 
tachment to  the  part. 

Is  the  placenta  any  more  exempt  from  hemorrhage  when 
painless  contractions  are  effecting  the  obliteration  of  the 
cervix,  than  when  painful  contractions  occur ,''  No !  if  ex- 
pansion of  the  cervix  at  the  internal  orifice  occurs  even  ten 
days  or  a  week  before  time,  labor  will  or  must  follow  as  a 
general  rule,  and  if  not,  then  the  patient  is  in  jeopardy 
every  hour  until  she  is  delivered. 

The  cervix  is  acknowledged  to  be  anatomically  different 

^  For  a  further  description  .see  my  monograph  on  Placenta  Previa^ 
1865. 
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in  its  Structure  from  the  body,  —  composed  principally  of 
circular  fibres,  and  having  a  white  fibrous  tissue, — and 
physiologically  different  in  its  function. 

The  placenta,  if  placed  there,  could  not  form  any  attach- 
ment, and  grow  as  it  does  in  the  body.  The  body  is  its 
proper  habitat  before  labor.  It  is  there  that  it  is  originally 
implanted,  and  there  it  remains. 

It  is  immaterial  to  what  part  of  the  uterus  the  ovum  is 
attached,  the  fundus,  the  sides,  or  the  tissues  around  the 
Fallopian  tubes,  or  the  os  internum.  The  internal  orifice 
is  as  much  closed  as  the  orifices  of  the  Fallopian  tubes  ; 
it  gYOVJS,  pai'i  passii  with  the  body  in  that  location  as  in  any 
other. 

Theory  is  therefore  irrelevant,  as  I  conceive,  to  account 
for  the  hemorrhage  which  takes  place  under  such  circum- 
stances, as  when  it  occurs  in  the  ordinary  course  of  preg- 
nancy, owing  to  any  disease  of  the  placenta  from  moral  or 
traumatic  causes.  When  we  consider  that  the  placenta, 
from  the  seventh  month  to  full  term,  is  in  a  constant  state 
of  physiological  venous  congestion  or  hyperemia ;  that 
thrombi  are  physiologically  formed ;  that  the  circulation  is 
sometimes  obstructed  in  large  portions  of  the  uterine  tis- 
sue beneath  the  placental  site  ;  and  that  the  placenta  is  in 
an  abnormal  position,  we  can  understand  that  congestion, 
inflammation,  and  apoplexy  may  occur  the  same  as  when  it 
is  placed  elsewhere,  as  may  fatty  degeneration,  adhesions 
over  the  whole  surface  of  the  organ,  calcareous  or  atheroma- 
tous deposits,  hydatids,  etc.  Should  there  be  any  hem- 
orrhage that  springs  from  the  lower  part  of  the  body  of  the 
uterus  when  it  is  previa,  it  would  be  considered  as  arising 
from  a  partial  expansion  of  the  cervix,  producing  a  separa- 
tion of  the  placental  attachment,  —  when  they  should  be 
considered  as  of  the  accidental  form,  if  even  disease  exists 
and  no  separation  has  taken  place. 

Hemorrhage  may,  therefore,  arise  from  any  part  of  the 
placenta  when  it  is  previa,  —  from  its  centre,  side,  or  from 
the  large  circular  sinus  or  vein  around  its  circumference. 

The  cervix  itself,  on  its  external  aspect,  sometimes  pre- 
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sents  a  very  vascular  appearance,  the  vessels  being  large 
and  full,  resembling  in  appearance  the  hemorrhoidal  veins. 

The  hemorrhage  from  these  vessels  on  their  rupture 
may  be  sudden,  and  the  quantity  considerable.  These 
kinds  of  hemorrhages  have  been  falsely  attributed  to  pla- 
centa previa.  A  careless  examination  may  overlook  the 
true  nature  of  the  case ;  an  ocular  inspection  exhibits  the 
source  of  the  bleeding  and  suggests  the  treatment  appro- 
priate to  it. 

Another  important  question  has,  within  the  last  few 
years,  arisen  respecting  the  appearance  of  the  spot  on  the 
placenta  when  it  is  previa  and  central. 

This  will  depend  on  the  pathological  state  of  that  organ. 
Its  attachment  may  be  very  slender  or  it  may  be  firmly  ad- 
herent, so  as  to  require  forced  detachment  as  we  notice  in 
ordinary  labor,  though,  according  to  my  experience,  very 
rarely. 

A  pathological  process  may  be  going  on  in  this  part  of 
the  placenta,  according  to  the  views  of  Sirelius  of  Helsing- 
fors,  "  that  there  is  an  atrophy  of  the  part  overhanging  the 
internal  os."  This  certainly  was  not  the  case  in  two  in- 
stances which  I  examined  carefully,  both  having  reached 
the  full  term,  — one  being  a  week  over  her  calculation. 

Hecker,  in  reference  to  this  spot  being  bare,  has  de- 
scribed an  example  of  it.  Kuneke  and  Schuschardt  de- 
scribe a  specimen  of  placenta  which  had  covered  the  inter- 
nal OS.  In  Hecker's  case  the  thinner  part  was  attached 
directly  over  the  os  internum.  There  was,  however,  evi- 
dence of  villous  placental  tissue :  through  this  thin  part, 
however,  the  fetus  was  delivered. 

In  instances  of  this  nature,  if  we  accept  the  views  of 
Leopold,  the  villi  of  the  chorion  penetrate  into  the  enlarged 
serotinal  vessels,  breaking  through  the  endothelium  of  those 
vessels. 

The  arteries  of  the  serotina  empty  into  the  placental 
sinuses  from  which  the  veins  directly  arise. 

The  line  of  demarcation  is  found  to  be  the  same  whether 
separation  occurred  during  labor  or  was  effected  artificially 
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in  the  post  mortem  specimen.  It  is  in  the  loose  mesh- 
work,  the  lower  layers,  and  not  in  the  more  compact  tis- 
sues of  the  upper  layers  of  the  serotina  ;  hence  but  little 
of  its  tissue  remains  on  the  placental  site,  especially  at  its 
centre. 

A  difference  of  opinion  exists  as  to  how  the  placenta 
when  previa  is  cast  off,  —  and  this  rests  principally  on  the 
anatomical  views  held ;  whether  or  not  the  longitudinal 
muscular  fibres  pervade  the  cervix  anteriorly  or  posteri- 
orly. 

Barnes  considers  that  the  os  uteri,  or  os  tincae,  is  opened 
by  the  cervical  longitudinal  muscular  fibres.  "  They  must 
contract  to  pull  open  the  mouth.  Expansion  or  dilatation 
of  the  mouth  is  contraction  of  the  cervix ;  this  contraction 
by  shortening  the  cervical  portion  of  the  womb  casts  off 
the  placenta  and  exposes  the  ruptured  mouths  of  the  uter- 
ine placental  tissues." 

Murphy  anticipated  the  views  of  Barnes  in  this  respect, 
and  holds  "  that  dilatation  of  the  os  uteri  favors  the  contrac- 
tion of  the  cervix.  The  womb  could  not  open  unless  the 
tissue  of  the  cervix  contracted  upon  itself." 

Duncan,  on  this  point,  remarks  "  that  on  digital  examina- 
tion there  is  found  merely  a  perforation  or  hole  in  the 
lower  segment  of  the  walls  of  the  grand  uterine  cavity, 
and  when  term-labor  occurs  the  body  of  the  uterus  in  its 
regular  contractions  acts  on  the  cervix  somewhat  as  the 
arms  pull  on  the  leg  of  a  boot  while  the  foot  is  being 
pushed  into  it." 

Bandl  asserts  that  during  the  first  pains  there  is  a  short- 
ening or  contraction  of  the  muscular  fibres  inserted  in  the 
cervix,  the  os  tincae  is  opened,  and  the  vaginal  portion  of 
the  cervix  disappears  in  the  walls  of  the  uterus. 

From  these  views  regarding  the  delivery  of  the  placenta, 
when  centrally  implanted,  I  dissent,  and  shall  justify  my- 
self by  the  highest  and  most  celebrated  anatomists  and 
physiologists,  such  as  Deville,  Sappey,  Guyon,  Farre,  and 
Kolliker,  who  deny  that  there  are  any  longitudinal  muscu- 
lar fibres  existing  in  the  cervix,  or,  at  most,  but  a  few  iso- 
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lated  ones,  and  that  on.y  circular  ones  pervade  its  struc- 
ture, producing  a  closure  of  its  canal,  in  addition  to  the 
contractility  of  its  white  fibrous  tissues,  acting  as  a  dartos 
muscle. 

The  opinions  of  these  authorities  cannot  be  rejected ; 
they  are  founded  on  too  solid  and  firm  a  basis  of  investi- 
gation to  be  denied. 

The  cervix  is,  therefore,  only  an  annex ;  it  is  a  passive  or- 
gan ;  it  is  as  much  prepared,  physiologically,  by  its  passive- 
ness  to  dilate  as  the  fundus,  physiologically,  is  to  contract. 
If  it  was  not  so  then  the  child  could  not  be  born  ;  the  con- 
traction of  the  cervix  would  prevent  its  delivery.  Even 
the  circular  fibres,  so  called,  of  Boivin,  which  are  generally 
recognized,  and  which  are  all  powerful  when  in  a  state 
of  contraction  to  produce  the  hour-glass,  are  also  passive 
agents  ;  if  they  were  not  the  child  would  be  arrested  in  its 
descent,  when  the  circular  fibres  of  the  body  of  the  uterus 
contract,  and  the  longitudinal  become  passive.  Who  could 
or  would  attempt  then  to  force  his  hand  through  to  effect 
version  or  remove  a  placenta. .  When  the  fundal  or  longitu- 
dinal muscles  act,  the  neck  being  passive,  the  child's  head 
is  driven  through  the  cervix  elongating,  not  pulling  it  back, 
to  the  extent  of  three  or  four  inches,  or  according  to  the  di- 
ameter of  the  child's  head,  and  when  the  widest  part  of  the 
child's  head  has  passed,  the  cervix  gradually  resiliates,  and 
from  its  natural  contractility  is  reduced  to  the  state  in 
which  it  was  before  labor  took  place. 

I  have  in  several  instances  had  the  opportunity  of  observ- 
ing by  ocular  demonstration  this  mechanism  or  behavior 
of  the  cervix  during  delivery,  which  adds  additional  testi- 
mony to  the  above  cited  physiological  and  anatomical  in- 
vestigations. 

The  difference  of  method,  therefore,  is  this  :  when  the 
placenta  is  attached  to  the  body  of  the  uterus,  it  is  de- 
tached by  the  concentric  contraction  of  the  uterus  after 
the  birth  of  the  child  ;  but  in  placenta  previa  by  the  expul- 
sive action  of  the  fundal  muscles,  forcing  the  placenta  from 
its  site. 
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The  mortality  attending  placental  presentation  is  chiefly 
due  to  the  loss  of  blood.  The  hemorrhage  may  be  very 
considerable  even  in  partial  placenta  previa,  and  in  com- 
plete, even  the  separation  of  a  portion  not  larger  than  a 
shilling  piece,  may  sacrifice  the  mother.  The  first  hem- 
orrhage may  sacrifice  both  the  mother  and  child,  or  only 
the  child ;  the  hemorrhage  may  be  considerable  and  the 
child  spared,  and  yet  the  mother  die. 

The  hemorrhage  is,  therefore,  the  great  thing  to  be 
dreaded.  Now,  how  is  this  to  be  avoided  }  All  the  meth- 
ods suggested  have  a  certain  utility,  but  are  uncertain  in 
their  results,  which  impels  me  to  select  a  course  which  I 
believe  to  be  more  likely  to  insure  a  happy  issue,  when 
followed  at  as  early  a  period  as  possible  after  the  first  hem- 
orrhage. 

Our  first  duty  is  to  save  the  mother,  with  some  expecta- 
tion that  the  child  may  be  saved  also.  Statistics  on  this 
point  I  think  are  not  reliable. 

I  have  seen  only  sixty-three  cases  of  placenta  previa,  — 
forty-nine  partial,  and  fourteen  central.  I  believe  that 
many  of  the  cases  of  natural  labor  have  the  edge  of  the 
placenta  very  nearly  touching  the  internal  orifice. 

It  is  more  than  probable  that  some  of  the  cases  of  abor- 
tion at  the  early  months  may  have  been  cases  of  placenta 
previa. 

There  is  not  so  much  fear  of  hemorrhage  when  the  pla- 
centa is  central  as  when  it  is  partial.  A  large  majority  of 
the  cases  of  central  implantation  have  reached  the  full  term 
or  within  a  few  days  of  it.  Sometimes  they  have  gone  be- 
yond the  time. 

The  methods  which  have  been  adopted  are  :  — 

1.  The  tampon. 

2.  Version,  internal  or  external,  or  both. 

3.  Partial  circular  detachment  of  the  placenta.     (Barnes.) 

4.  Complete  detachment.     (Simpson.) 

5.  Lateral  detachment  —  usually  adopted. 

6.  The  forceps. 

7.  Induction  of  premature  labor. 
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I.  Having  satisfied  our  minds  that  the  hemorrhage  is  not 
of  the  accidental  form,  when  the  placenta  is  previa,  or 
that  it  springs  from  external  cervical  thrombosis  already 
referred  to,  a  careful  examination  is  made  to  discover 
whether  the  cervix  is  of  natural  length ;  soft  and  patu- 
lous ;  the  OS  tincae  admitting  the  finger  easily ;  and,  this 
being  the  first  loss  of  blood,  the  patient  near  or  at  her  full 
time. 

The  tampon  may  be  resorted  to  —  various  means  of  ef- 
fecting which  have  been  recommended  ;  the  colpeurynter 
with  air  or  water,  sponges  saturated  with  alum,  pieces  of 
muslin  crowded  into  the  cervix,  and  the  dilators  of  Moles- 
worth  or  Barnes.  I  have  preferred,  on  account  of  the  ease 
of  introduction,  its  fixedness,  and  perfect  adaptation  to  the 
vagina  when  applied  firmly  against  the  cervix,  the  ordinary 
surgical  bandage  — one  and  one  half  inches  wide,  and  several 
feet  long.  After  the  external  parts  have  been  lubricated  the 
bandage  is  introduced  into  the  vagina  and  packed  firmly 
and  securely,  one  end  being  allowed  to  hang  from  the  vulva, 
so  that  by  one  pull  the  whole  bandage  or  tampon  may  be 
removed.  Sometimes  a  sponge  with  a  string  may  be  in- 
serted into  the  cervix  if  it  is  partially  opened. 

The  tampon  is,  of  course,  only  a  temporary  process  to 
pave  the  way  for  internal  version,  external,  or  the  com- 
bined method,  or  the  application  of  the  forceps,  should  the 
head  present.  It  not  only  arrests  the  hemorrhage,  but  it 
produces  uterine  action ;  it  should  remain  until  labor-pains 
are  established,  and  be  renewed  if  necessary,  after  the  re- 
sults or  progress  of  dilatation  are  ascertained. 

The  secale  cofnutum  may  be  given  carefully,  according 
to  the  nature  of  the  case,  and  given  only  for  the  purpose  of 
increasing  the  uterine  action  after  the  tampon  is  inserted. 
I  do  not  consider  it  necessary  to  bandage  the  uterus  exter- 
nally, or  even  the  vulva  in  accordance  with  some  author- 
ities,—  there  can  be  no  fear  of  internal  hemorrhage  with 
the  tampon  when  the  placenta  is  central ;  if  it  is  marginal, 
and  the  head  presents,  an  early  rupture  of  the  membranes 
may  be  produced.    ' 
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After  awhile  contractions  will  ensue,  and  the  tampon  may 
be  removed,  an  examination  being  made  in  the  course  of  an 
hour  or  two,  or  at  most  after  a  few  hours.  Should  the 
cervix  be  found  diminished  in  length,  and  the  os  tincae  di- 
lated to  the  size  of  a  half  dollar,  the  internal  os  will  be 
opened  fully  three  inches,  and  the  placenta  separated  to  that 
extent,  leaving  only,  therefore,  one  inch,  or  at  most  one  and 
a  half  inches,  to  be  separated  by  the  finger,  according  to 
the  diameter  of  the  placenta ;  the  patient  can  consequently 
be  at  once  delivered. 

2.  In  central  implantation  of  the  placenta  the  child  gen- 
erally lies  cross-wise.  After  separation  of  the  placenta 
without  rupture  of  the  membranes,  external  version  is  to  be 
performed  simply  by  elevating  or  pushing  aside  the  head 
through  the  abdominal  walls,  and  depressing  the  breech ; 
as  we  all  know,  the  position  of  the  child's  knee  will,  then 
be  near  the  internal  os ;  the  hand  is  introduced  into  the 
vagina ;  two  fingers  are  inserted  into  the  cervix ;  a  small 
portion  of  the  placenta,  about  one  inch  of  which  only  re- 
mains, is  detached  on  either  the  left  or  the  right  side,  as 
one  may  elect ;  the  knee  or  foot  is  seized,  and  the  version 
completed.  External  version  I  believe  to  be  preferable  to 
Hicks'  method,  as  Hicks'  method  cannot  be  executed  as 
soon,  or  as  efficiently  in  this  kind  of  cases,  since  the  pla- 
centa is  a  barrier  to  the  elevation  of  the  head. 

The  advantages  of  early  version  are  considerable :  by  it 
delivery  is  expedited  ;  the  uterine  action  rendered  more  ef- 
ficient for  the  expulsion  of  the  child ;  the  hemorrhage  ar- 
rested ;  and  perhaps  the  child  saved. 

The  minds  of  many  obstetricians  are  oppressed  with  the 
fear  of  laceration  of  the  cervix  from  version.  Many  have 
cried  out  most  earnestly  against  it,  and  very  justly  when  the 
whole  hand  has  to  be  thrust  through  a  cervix  dilated  no 
more  than  I  have  stated,  or  as  Rigby  has  done,  who,  when 
the  OS  uteri  was  still  closed,  has  produced  accouchement 
forc^,  even  at  the  sixth  month,  after  having  perforated  the 
placenta,  a  procedure  which  should  be  justly  denounced  and 
condemned. 
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Holding  my  views  of  the  integrity  of  the  cervix  until 
labor  ensues,  I  believe  that  the  contractions  separate  the 
placenta  from  the  os  internum,  there  only  remaining  a  small 
portion  to  detach ;  this  may  be  accomplished,  if  the  attach- 
ment is  but  slight,  by  the  pains,  but  if  firmer  the  detach- 
ment must  be  artificially  accomplished. 

The  limit  of  detachment  depends  upon  the  size  of  the 
child's  head,  and  the  separation  is  fully  three  to  three  and 
a  half  inches.  It  would  be  time  misspent,  I  conceive,  to 
wait  any  longer  before  producing  version,  or  to  expand  the 
OS  tincae  by  the  use  of  the  dilators,  or  to  permit  the  tampon 
to  be  introduced  and  left  in  place  until  the  external  os  is 
more  fully  expanded. 

I  have  not  seen,  in  any  case  of  version  by  this  method, 
even  as  early  as  the  sixth  or  seventh  month,  any  laceration 
or  injury  to  the  soft  structures  of  the  mother.  I  could  cite 
cases  in  which  the  os  uteri  has  been  only  dilated  to  the  size 
of  a  five-cent  piece,  and  yet  the  version  easily  accomplished. 
I  have  practiced  this  course  of  treatment  for  over  a  quarter 
of  a  century,  and  I  have  not  introduced  my  hand  in  any 
case  to  effect  version,  whether  the  placenta  was  previa  or 
not 

The  fears  and  the  opinions  of  those  gentlemen  who  de- 
nounce version  are  groundless.  It  is  in  cases  of  this  nature 
and  during  early  delivery,  when  the  os  tincae  is  only  opened 
to  the  size  of  a  half  a  dollar,  that  Barnes  proposes  to  sepa- 
rate the  placenta  from  the  cervical  zone,  till  he  has  reached 
the  limit  of  expansion  of  the  internal  orifice,  when  he  con- 
siders "the  labor  as  perfectly  safe,  and  a  natural  one." 

3.  Now,  as  long  as  any  part  of  the  placenta  is  attached, 
no  matter  how  small,  there  is  no  security  for  the  mother, 
and  there  is  danger  of  hemorrhage  until  delivery  is  effected. 
Barnes  considers  that  he  separates  the  placenta  from  the 
cervical  zone,  while  I  hold  that  nature  effected  its  detach- 
ment previously,  and  there  is  only  one,  or  one  and  a  half 
inches  remaining  to  be  detached,  in  order  to  arrest  the 
hemorrhage  and  deliver  the  patient.  The  contrast  is  very 
evident ;  they  are  the  reverse  of  each  other. 
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In  my  monograph  on  placenta  previa,  I  advocated  this 
method  of  treatment  as  early  as  the  sixth,  seventh,  or  eighth 
month,  as  procrastination  might  entail  the  death  of  the 
mother.  Partial  or  complete  cervical  detachment,  which  is 
the  method  of  Barnes,  I  have  never  made  trial  of,  for  the 
reason  that  I  do  not  consider  the  placenta  is  located  in  the 
cervical  zone,  and  therefore  the  practice  is  not  consistent 
with  the  anatomical  and  physiological  views  which  I  have 
advanced. 

4.  The  entire  separation  of  the  placenta  previous  to  the 
delivery  of  the  child. 

This  method  was  recommended  by  Sir  James  Y.  Simpson 
in  many  cases  where  version  could  not  be  performed.  This 
method  is  more  particularly  advocated  when  the  mother  is 
perfectly  exhausted,  to  avoid  the  shock  to  her  nervous  sys- 
tem. 

I  have  only  met  with  two  cases  of  this  nature,  in  which, 
from  the  exhausted  condition  of  the  female,  this  plan  was 
deemed  necessary,  the  cervix  being  fully  two  thirds  open, 
and  the  placenta  almost  all  detached. 

Simpson  recommended  the  treatment,  as  he  says,  "  in 
cases  of  primipara  in  which  the  placental  presentations 
have  given  rise  to  premature  labor,  and  the  cervix  has  been 
imperfectly  developed,  and  in  labor  coming  on  before  the 
seventh  month,  when  the  uterus  is  too  contracted  to  admit 
of  version." 

May  I  ask.  How  could  Sir  James  accomplish  this  object? 
Certainly  not  when  the  uterus  was  contracted,  nor  when 
the  cervix  was  imperfectly  developed.  (If  so,  then  this  is 
a  forced  delivery,  for  the  hand  must  be  introduced  into  the 
cervix,  whereby  a  shock  will  be  given  to  the  nervous  sys- 
tem, which  is  what  he  wished  to  avoid.) 

The  treatment  of  Sir  James  is  only  applicable  when  the 
patient  is  in  an  exhausted  state,  or  when  the  cervix,  which 
is  possibly  the  case,  is  fully  half  dilated,  and  the  placenta, 
therefore,  easily  removed  from  its  slight  attachment.  It  is 
the  only  course  that  could  be  adopted  under  such  circum- 
stances. 
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5.  The  lateral  separation  is  the  method  which  is  usually 
the  one  adopted  not  only  in  this  country,  but  also  on  the 
Continent. 

6.  The  forceps  claim  a  passing  notice,  and  they  are 
strongly  recommended  by  some  authorities. 

In  cases  of  complete  central  implantation,  as  a  great  part 
of  the  placenta  must  be  detached,  and  the  head  of  the  child 
made  to  adapt  itself  to  the  internal  orifice,  and  sustained 
some  time  by  an  assistant,  or  if  firm  contractions  exist  after 
the  separation,  the  forceps  may  be  applied ;  but  in  the  early 
delivery  which  I  have  advocated,  the  external  orifice  is  not 
sufficiently  open  to  allow  the  ordinary  wide-bladed  forceps 
to  be  applied,  and  grasp  the  head  in  the  superior  strait. 

The  delay  in  the  application  may  be  longer  than  the  time 
required  to  accomplish  version,  or  even  if  the  head  of  the 
child  is  grasped  by  the  instruments,  it  is  not  certain  that 
it  will  adapt  itself  to  the  superior  strait,  so  as  to  compress 
the  bleeding  vessels  perfectly.  I  have  seen  but  one  case  in 
which  the  head  could  be  fixed  and  held  at  the  upper  strait, 
after  the  lateral  separation,  in  which  the  cervix  was  not  di- 
lated more  than  a  half  dollar.  In  this  case  were  used  the 
narrow-bladed  forceps,  which  can  be  applied  in  cases  where 
a  circle  only  the  size  of  a  half  dollar  exists ;  the  head  of 
the  child  was  drawn  into  the  cavity  of  the  pelvis  ;  the  for- 
ceps were  then  removed,  the  labor  terminating  naturally. 

In  cases  of  this  nature,  when  the  head  of  the  child  is  at 
the  superior  strait,  or  held  there,  I  prefer  to  rely  upon  the 
uterine  contractions,  as  the  head  is  more  firmly  fixed  by 
them,  while  they  do  not  prevent  the  forceps  being  applied, 
but,  on  the  contrary,  render  this  more  easy  of  accomplish- 
ment than  during  the  absence  of  pains. 

In  "Guy's  Hospital  Reports,"  for  1876,  it  is  stated  that 
the  cases  of  placenta  previa  in  the  obstetric  service  of  that 
institution  amounted  to  forty  in  eleven  years,  all  of  which 
were  terminated  by  combined  external  and  internal  version 
(Hicks),  or  in  some  cases  by  internal  version  alone. 

Out  of  m)'  sixty  cases,  fourteen  were  of  central  implanta- 
tion, with  ten  recoveries  and  four  deaths,  among  the  chil- 
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dren.  Two  of  these  were  ascertained  to  have  been  dead 
previous  to  labor  ;  two  succumbed  to  the  profuse  and  rapid 
hemorrhage.  I  do  not  recall  a  single  death  of  the  mother 
in  these  cases,  ten  of  which  occurred  in  private  practice. 

7.  The  subject  of  premature  labor  has,  within  the  last  few 
years,  claimed  the  attention  of  two  of  our  distinguished 
colleagues,  Drs.  Thomas  and  Parvin.  Dr.  Thomas,  after 
referring  to  the  paper  of  Dr.  Green halgh,  read  before  the 
Obstetric  Society  of  London,  and  the  discussion  to  which 
it  gave  rise,  remarks,  independent  of  this  evidence,  "  I 
know  of  no  work,  essay,  or  text-book  which  gave  this  ad- 
vice at  any  time  previous  to  the  appearance  of  Dr.  Green- 
halgh's  paper."  It  was  in  1868  that  Dr.  Thomas,  in  his 
paper  on  the  history  of  eight  cases,  advocated  premature 
delivery  in  cases  of  placenta  previa,  and  considered  it  as 
an  innovation. 

When  I  read  this  part  of  Dr.  Thomas's  paper,  I  must  ad- 
mit that  I  was  very  much  surprised,  for  I  had  always  be- 
lieved, since  I  had  perused  Rigby's  work  on  uterine  hemor- 
rhage, and  especially  the  writings  of  Dr.  D.  Davis,  who 
was  Professor  of  Midwifery  in  the  University  of  London, 
that  delivery  should  be  instituted  in  cases  of  placenta  pre- 
via as  early  as  practicable. 

Dr.  D.  Davis  says  in  case  of  unavoidable  hemorrhage, 
that  Rigby  insists  upon  the  induction  of  premature  labor. 
This  he  proposed  to  do  by  introducing  the  hand,  of  course 
more  or  less  forcibly,  into  the  uterus,  and  bringing  down 
the  foot. 

Rigby  himself  says  "  that  we  should  not  hesitate  to  at- 
tempt speedy  delivery,  even  though  to  the  touch  the  uterus 
is  quite  shut." 

Dr.  D.  Davis  remarks  that  *'  if  after  a  careful  examina- 
tion we  are  satisfied  that  it  is  a  case  of  unavoidable  hemor- 
rhage, our  imperative  duty  is  to  discharge  the  liquor  amnii, 
it  being  an  object  in  a  case  of  this  description  to  effect  the 
induction  of  labor  as  speedily  as  possible,  and  even  at  the 
sixth  month. 

Dr.  J.  Hall  Davis,  at  the  meeting  of  the  Obstetrical  So- 
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ciety,  held  July  6,  1864,  stated  that  he  had  advocated  this 
treatment  since  his  father's  death. 

Other  authorities  have  also  expressed  the  same  views. 
I  agree  with  our  distinguished  colleague  that  the  more 
recent  works,  such  as  Ramsbotham,  Hodge,  Meigs,  Caz- 
eaux,  and  Scanzoni,  do  not  give  that  prominence  to  it  which 
the  subject  deserves.  The  treatment  by  these  authorities 
was  the  tampon,  astringents,  cold  applications,  and  band- 
aging the  abdomen. 

In  my  former  paper,  published  in  1864,  I  make  the  fol- 
lowing remark :  "  If  the  flowing  is  profuse  or  active,  and 
the  cervix  not  yet  expanded,  the  os  tincse  closed,  whether 
this  occur  at  the  seventh,  eighth,  or  ninth  month,  or  at  full 
term,  proceed  with  the  delivery  of  the  patient.  Velpeau 
remarks :  "  The  termination  of  labor  should  never,  under 
any  pretext,  be  left  to  the  powers  of  nature,  when  the 
hemorrhage  incontestably  occurs  in  consequence  of  the 
insertion  of  the  placenta  over  the  os  uteri. 

The  eighth  or  tenth  time  of  the  dilatation  is  not  ever 
necessary,  provided  the  os  uteri  is  sufficiently  soft  to  allow 
the  hand  to  enter. 

The  lateral  method  is  adopted  early.  Others  have 
thought  that  there  was  no  time  to  temporize,  but  that 
they  should  perforate  or  rupture  the  part  that  closes  the 
OS  uteri,  and,  whether  this  occur  at  the  seventh,  eighth,  or 
ninth  month,  or  at  full  term,  proceed  with  the  delivery  of 
the  patient. 

I  certainly  did  not  consider  it  as  innovation,  but  be- 
lieved it  was  usually  resorted  to,  as  my  observations  on  the 
non-development  of  the  cervix  uteri  during  gestation  were 
made  as  far  back  as  185 1.  I  shall  arrogate  to  myself,  with- 
out any  feeling  of  egotism,  the  priority  of  this  discovery, 
setting  aside  the  observations  of  Wiltbrecht  in  1750,  or 
those  of  my  preceptor,  Cazeaux,  in  1840. 

I  can  find  no  evidence  to  the  contrary,  so  far  as  I  have 
been  able  to  consult  books  and  diagrams.  This  may  appear 
irrelevant  to  the  subject,  but  the  recognition  of  such  a  fact 
has  a  practical  influence  of  great  importance  in  cases  of  pla- 
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centa  previa.  A  discovery  of  such  a  nature  gives  a  true 
and  simple  physiological  elucidation  of  the  proper  treatment 
of  such  cases,  and  leads,  to  the  strong  belief  that  the  moth- 
er's life  can  be  saved  oftener,  and  to  more  hope  also  for  the 
infant. 

My  experience  in  the  treatment  of  placenta  previa,  as 
I  believe,  justifies  me  in  asserting  that  such  cases  can  and 
will  be  as  successful  and  favorable  in  their  issue  as  any  of 
accidental  uterine  hemorrhage  occurring  at  any  period  of 
gestation. 


TREATMENT   OF    PELVIC    INDURATIONS   AND 
ADHESIONS. 

BY  ELY  VAN   DE  WARKER,    M.   D., 
Syracuse,  N.  Y. 

Assuming  the  absence  of  pus  from  a  mass  of  pelvic  cel- 
lular inflammatory  deposit,  or  of  peritoneal  adhesions,  the 
question  turns  upon,  what  shall  we  do  with  it  ? 

Every  one  will  admit  that  here  we  are  facing  a  frequent, 
troublesome,  and  oftentimes  dangerous  complaint.  Exclud- 
ing malignant  diseases  of  the  pelvic  organs,  there  are  none 
which  involve  greater  suffering,  or  more  thoroughly  inca- 
pacitate the  woman.  Medicine  and  surgery  have  had  but 
little  to  offer  for  relief. 

Speaking  of  perimetric  adhesions.  Dr.  M.  Duncan  says, 
that  "  both  medicine  and  surgery  are  powerless."  ^ 

Ordinarily  these  cases  are  disposed  of  under  two  heads, 
resolution  and  suppuration. 

But  I  wish  to  show  that  when  a  pelvic  phlegmon  or  a 
pelvic  peritonitis  has  advanced  to  the  stage  of  a  spontaneous 
or  artificial  evacuation  of  pus  or  sero-pus,  the  end  is  not  yet, 
that  this  termination  —  not  by  any  means  the  rule  in  either 
of  these  diseases  —  is  simply  a  stage  in  its  completion,  and 
not  an  end. 

M.  Bernutz  incidentally  recognizes  a  termination  in  "  in- 
duration." 2 

If,  in  the  matter  of  treatment,  Dr.  Duncan  confines  his 
remark  first  quoted  to  the  more  generally  recognized  stage 
preceding  the  termination  in  either  resolution  or  suppura- 

1  A  Practical  Treatise  on  Perimetritis  and  Parametritis,  p.  177, 
ed.  1869. 

2  Bernutz  and  Goupil,  vol.  ii.,  p.  147,  Syd.  ed. 
VOL.  III.  22 
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tion,  I  do  not  think  exception  can  be  taken.  The  same  in 
my  judgment  is  not  true  of  the  chronic  indurated  condition 
into  which  these  diseases  are  very  prone  to  drift.  This  con- 
dition of  persistent  induration  attending  inflammatory  ac- 
tion of  intra-pelvic  peritoneal  and  connecting  tissue  is,  I 
think,  a  natural  outcome  of  the  anatomical  condition  of  the 
parts. 

In  the  first  place,  peritoneal  inflammation  means  adhesive 
inflammation  as  one  of  the  innate  endowments  of  the  tis- 
sue involved. 

This  partial  substitution  or  addition  of  an  organized  exu- 
dation for  a  normal  tissue,  imphes  chronicity,  or  more  or 
less  permanency  in  the  new  product,  the  natural  tendency  of 
which  is  neither  to  resolution  or  suppuration. 

I  feel  safe  in  saying  that  when  suppuration  does  occur  in 
such  a  case,  it  is  generally  the  result  of  repeated  inflamma- 
tory attacks,  and  in  which  purulent  degeneration,  as  a  result, 
attacks  tissue  that  otherwise  might  become  quasi  normal- 
ized. 

It  seems  a  legitimate  source  of  proof  to  seek  in  the  re- 
sults that  attend  inflammatory  action  in  other  tissues, 
whether  allied  histologically  with  the  structures  under  con- 
sideration or  not,  conditions  that  approximate  in  type  to 
those  pelvic  indurations. 

Bernutz  ingeniously  finds  its  analogue,  as  far  as  the  in- 
flammatory action  is  concerned,  in  inflammation  of  the 
tunica  vaginalis  testis.  This  analogy  extends  further.  We 
may  find  in  the  various  affections  which  are  grouped  under 
the  term  Orchitis,  more  or  less  permanent  indurations  as 
sequelae  of  preceding  inflammation,  and  which  demand  for 
their  removal  separate  lines  of  treatment. 

Jn  areolar  inflammation  it  is  almost  invariably  the  result 
that  we  have  to  contend  with  non-suppurative  exudative 
deposits  that  exhibit  an  innate  tendency  to  chronicity.  In 
inflammations  of  serous  membranes,  as  in  pleuritis,  plastic 
exudations  are  the  almost  invariable  results. 

In  the  closed  cavities  of  joints  we  find  the  same  result 
exhibiting  the  chronic  action. 
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Duncan  agrees  with  the  opinion  that  a  persistency  in  the 
adhesions  is  rare.  "This,"  he  says,  "is  not  a  usual  result 
in  such  cases,  for  a  uterus  fixed  by  adhesions  some  consid- 
erable time  after  the  disappearance  of  the  perimetritis,  is 
rare  in  comparison  with  the  frequency  of  primary  or  early 
peritonitic  adhesions."  The  least  that  can  be  said  of  this 
is,  that  it  is  equivalent  to  saying  that  adhesions  are  not 
quite  so  common  in  the  chronic  as  they  are  in  the  acute 
condition,  and  meaning  only  that,  means  but  little. 

Bernutz  believes  that  the  seat  of  chronic  pelvic  peritonitis 
exists  in  the  tubes,  ovaries,  or  uterus.  But  I  think  that  fur- 
ther research  will  show  that  the  conditions  of  the  chron- 
icity  exist  in  the  products  and  not  in  the  seat  of  the  pri- 
mary action. 

Wherever  there  is  an  adhesion  there  is  a  condition  not  far 
removed  from  inflammation,  and  whenever  there  are  adhes- 
ions the  primary  condition  is  very  liable  to  be  restored.  It 
is  doubtful  if,  after  the  occurrence  of  sero-adhesive  inflam- 
mation, the  surfaces  are  ever  restored  to  a  state  ante  mor- 
biim.  Pathological  analogy  furnishes  numerous  instances 
of  this  persistency  in  the  sequelae  and  the  liability  to  relapse 
during  their  existence.  Pleuritic  inflammation  with  adhes- 
ions is  prone  to  relapse  for  years  after. 

Intestinal  adhesions  rarely  if  ever  disappear.  Sero-artic- 
ular  inflammations  almost  invariably  result  in  conditions 
that  demand  special  attention  for  their  removal.  Dr.  Dun- 
can takes  the  ground  that  "the  perimetritis,  with  or  without 
abscess,  which  has  produced  the  cohesion  of  parts,  and  con- 
sequent immobility,  has  passed  away,  perhaps  long  since, 
and  the  uterus  and  appendages  have  not  regained  their  nat- 
ural condition  of  mobility." 

Incidentally  the  author  refers  to  several  cases  of  this 
kind,  where  the  adhesions  persisted  for  years.  Upon  this 
basis  he  makes  two  groups  of  cases,  {a)  one  of  adhesion  un- 
attended by  symptoms,  but  in  which,  on  the  contrary,  the 
patients  had  "all  the  outward  signs  of  vigorous  health;" 
and  (b)  in  which  pain  is  a  marked  attendant  of  the  adhes- 
ion.s.     No  one  can  reasonably  find  fault  with  Dr.  Duncan's 
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explanation  of  the  cause  of  uterine  immobility,  and  that  the 
pain  is  due,  in  the  painful  group,  to  stretching  of  the  adhes- 
ions, but  he  precedes  this  latter  explanation  by  the  state- 
ment "  that  adhesions  of  the  appendages  may  cause  no  re- 
striction of  movement,  if  confined  to  themselves,  that  is, 
one  with  another  ; "  but  adhesions  of  the  appendages  to  the 
parietal  peritoneum  may  cause  parietal  or  nearly  complete 
uterine  fixation.  Now  the  fact  contained  in  the  first  para- 
graph of  the  above  sentence  can  be  of  course  no  explana- 
tion of  uterine  fixation,  and  consequently  not  of  service  as 
accounting  for  the  first  {a)  group  of  cases.  The  uterus  it- 
self must,  aside  from  its  appendages,  contract  parietal  ad- 
hesions in  order  to  afford  anything  like  the  immobility  char- 
acteristic of  these  cases. 

The  evidence,  so  far  as  I  have  observed  it,  supports  the 
opinion  that  the  pain  attending  these  chronic  cases,  instead 
of  having  its  origin  in  pathological  differences  sufficiently 
marked  to  define  a  group,  characterizes  simply  a  stage  or 
condition  of  the  adhesions. 

I  have  observed  cases  that  had  existed  free  from  pain  for 
weeks,  the  woman  being  able  to  be  about  her  duties  in  com- 
parative comfort,  suddenly  develop  pain  that  persisted  for 
many  days.  My  explanation  of  this  relapse  of  pain  is  a 
simple  one.  The  adhesions  themselves,  the  product  of  in- 
flammation, are  never  free  from  the  liability  to  assume  with 
more  or  less  intensity  the  inflammatory  condition. 

The  existence  of  pain,  therefore,  instead  of  defining  a 
group,  marks  the  presence  of  a  certain  intensity  of  inflam- 
mation. It  is  doubtful  whether,  if  we  were  to  examine  care- 
fully the  assumed  "  stretching  "  of  adhesions  as  an  explana- 
tion of  the  existence  of  pain,  it  would  account  satisfactorily 
for  the  phenomenon  in  these  cases.  It  is  difficult  to  conceive 
of  the  uterus  forming  adhesions  to  the  extent  of  fixation, 
subject,  as  the  organ  is,  to  motion  as  a  physiological  neces- 
sity, without  the  adhesive  material  constantly  oscillating 
between  stretch  and  relaxation.  It  can  make  but  little  dif- 
ference where  the  uterus  has  become  fixed,  whether  in  the 
iliac  fossa  or  in  an  indurated  vaginal  vault,  the  tendrils  of 


ELY  VAN  DE    WARKER.  34! 

adhesive  material  and  the  closely  agglutinated  surfaces  are 
subject  to  a  constant  series  of  stretching  and  relaxation, 
that  may  or  may  not  result  in  pain,  according  to  the  phase 
of  inflammatory  hyperemia  existing  at  the  time. 

Before  taking  up  the  subject  of  treatment,  it  is  well  to 
recognize  at  the  outset  that  these  chronic  indurations  and 
adhesions  show  a  strong  tendency  to  spontaneous  cure. 
This  may  involve  a  matter  of  months  or  years :  but  some- 
time in  these  months  or  years  our  cases  are  sure  to  get 
well,  provided  always  the  subject  does  not  succumb  to  re- 
peated relapses  or  persistent  pain. 

Whether  the  primary  cause  of  the  induration  or  adhesion 
was  a  pelvic  peritonitis  or  a  peri-uterine  cellulitis,  may  make 
a  considerable  difference  in  the  tendency  to  spontaneous 
cure.  Having  stated  this  it  will  not  be  prudent  to  refer 
further  to  the  yet  unsettled  question  of  diagnosis. 

The  problem  of  treatment  in  these  chronic  cases  may  be 
stated  in  this  way.  If,  afte,r  waiting  a  reasonable  time, 
with  the  woman  under  an  expectant  treatment,  we  wish 
to  resolve  upon  more  active  means,  have  we  any  resources 
that  promise  results. 

I  believe  that  we  have.  The  indications  differ  materially 
from  those  of  the  early  stages  of  pelvic  inflammation. 
First,  the  means  of  allaying  pain.  We  shall  assume  that 
all  of  these  cases  are  at  times  painful  and  not  that  we  have 
to  deal  with  a  painful  group.  The  first  means  that  natu- 
rally present  themselves  for  the  mitigation  of  pain  are 
anodynes. 

Any  one  who  has  attended  a  painful  case  of  pelvic  ad- 
hesion for  months  can  realize  how  nearly  useless  opium  or 
its  preparations  are  to  allay  the  pain.  The  principal  defect 
in  the  drug  is  the  rapidity  with  which  the  dose  has  to  be 
increased,  with  the  resulting  derangement  of  the  digestive 
function. 

With  all  its  drawbacks,  however,  it  is  ideally  the  most 
potent  drug  at  command  for  this  purpose.  The  so-called 
neurotics,  viburnum  prunifolium  with  its  kindred  prepara- 
tions, give  but  scanty  results  unless  combined  with  opium. 


342     TREATMENT  OF  INDURATIONS  AND  ADHESIONS. 

Rest,  postural  treatment,  and  hot  fomentations,  furnish 
means  for  the  assuksion  of  pain  that  in  the  protracted  cases 
give  very  certain  results. 

In  fact,  as  between  anodynes  and  rest  with  fomentations, 
and  an  occasional  blister,  the  latter  may  be  regarded  as  the 
principal,  while  anodynes  are  the  subsidiary  treatment. 

Accidentally,  I  discovered  that  we  had,  in  postural 
treatment  with  motion,  an  active  means  of  controlling  pain. 

A  patient  of  mine  while  suffering  severely  from  pelvic 
pain  during  a  period  of  very  hot  weather,  transferred  her- 
self to  a  hammock  swung  in  the  room.  Once  in  the  ham- 
mock nothing  was  more  natural  than  to  swing,  or  to  be 
swung.  Several  hours  after,  the  lady  rose  surprised  to  find 
that  she  had  enjoyed  the  first  sleep  of  several  days  unaided 
by  opiates. 

This  case  persisted  for  several  months  with  an  occas- 
ional attack  of  pain  generally  brought  on  by  exertion,  and 
usually  a  few  hours  swinging  would  be  sufficient  to  secure 
sleep.  Occasionally  it  was  necessary  to  give  an  opiate  at 
the  outbreak  of  the  attack  of  pain. 

I  have  used  the  hammock  several  times  since,  and  have 
never  failed  to  observe  more  or  less  relief  as  an  apparent 
result.  If  we  examine  the  matter  we  shall  perceive  good 
reasons  for  such  a  result.  The  position  of  a  patient  in  a 
hammock  is  one  peculiarly  adapted  to  relieve  tension  upon 
intra-pelvic  indurations  or  adhesions  :  from  head  to  heels, 
the  patient  is  in  a  perfect  bow,  the  pelvis  elevated.  The 
natural  effect  is,  first,  to  relieve  tension  or  stretch  ;  second, 
to  lessen  hyperemia  of  the  pelvic  vessels  by  the  elevation 
of  the  hips.     All  this,  of  course,  relieves  pain. 

But  we  have  a  further  effect  not  so  easy  to  explain.  A 
peculiar  sedative  effect  seems  to  be  due  to  the  motion. 
We  all  know  how  seductive  and  soothing  is  the  sense  of 
languor  that  steals  over  the  senses,  while  gently  oscillating 
in  a  hammock.  There  is  no  doubt  but  this  lotus-like  ten- 
dency has  its  force  doubled  in  the  case  of  a  woman  whose 
power  of  nervous  resistance  is  weakened  by  disease,  or  put 
upon  a  severe  tension  by  pain. 
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I  have  read  somewhere  that  swinging  the  body  for  some 
time  lessens  the  rapidity  of  the  heart's  action,  and  lowers 
temperature.  The  sedative  effect  may  be  due,  therefore, 
to  cerebral  anemia. 

We  have  one  other  means  which  is  potent  to  allay  pain 
in  these  cases.  This  is  the  continued  current  of  electrici- 
ty. The  current  from  ten  up  to  sixteen  cells  is  in  nearly 
all  cases  sufficient.  It  makes  no  difference,  that  I  am  able 
to  perceive,  in  which  way  the  electrodes  are  applied,  whether 
the  positive  or  negative  be  applied  over  the  affected  parts. 
In  the  more  active  inflammatory  conditions  of  the  adhe- 
sions the  results  of  the  current  will  not  be  perceived  so  much 
in  its  direct  effect  upon  the  pain,  as  in  rendering  it  less 
resistant  to  the  action  of  other  remedies.  In  the  employ- 
ment of  electricity  we  observe,  however,  that  it  gradually 
begins  to  exert  a  direct  influence  upon  the  pain  as  we  per- 
sist in  its  use. 

It  is  of  great  consequence  that  pain  be  subdued  in  these 
cases.  Pain  may  be  a  positive  agent  in  the  cause  of  death. 
Its  presence  is  nearly  an  absolute  bar  to  cure.  If  a  case  of 
pelvic  induration  or  adhesion  becomes  suddenly  painful  we 
may  safely  assume  of  it  that  it  is  relapsing,  or  that  the 
natural  tendency  to  a  cure  is  for  the  time  absolutely  sus- 
pended. 

For  the  purpose  of  producing  absorption  of  chronic  indu- 
rated masses  or  adhesions,  we  have  not  such  direct  means. 
We  are,  however,  not  without  valuable  aids.  One  of  the 
most  valuable  is  electricity  in  its  voltaic  or  continued  form, 
and  which,  therefore,  in  these  cases  plays  a  double  role,  that 
is,  we  may  separate  its  clinical  use,  though  its  therapeutic 
effect  both  upon  the  pain  and  the  absorption  of  the  indurated 
masses  may  be  identical. 

I  have  been  in  the  habit  of  using  the  current  in  a  man- 
ner to  correspond  with  the  purpose  in  view ;  indirectly 
through  the  mass  and  the  system  to  control  pain,  directly 
through  the  seat  of  the  disease,  to  induce  absorption.  In 
the  latter,  the  electrodes  are  placed  near  together  for  the 
purpose  of  concentrating  the  current.     A  flat  metal  disc  is 
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placed  in  the  vagina  against  either  the  cervix  uteri  or  the 
indurated  surface,  and  the  other  electrode  carried  steadily 
over  the  area  of  affected  surface  upon  the  abdomen,  care 
being  taken  not  to  break  the  current  by  lifting  the  electrode 
from  the  skin.  The  seance  lasts  from  ten  to  fifteen  minutes 
every  day,  or  every  alternate  day.  I  am  satisfied  that  the 
result  is  a  slow  and  gradual  diminution  of  the  indurated 
mass.  The  modus  operandi  of  voltaism  in  reducing  the 
masses  is  theoretically  well  understood  by  electricians. 

Internally,  the  administration  of  ammonium  chloride  has 
a  marked  effect  on  the  resolution  of  these  masses.  Its  use 
in  gynecic  medicine  was  first  suggested  by  Dr.  Wright,  in 
1867.1 

Dr.  Wright  explains  the  beneficial  effect  of  the  drug  upon 
the  hyperemia  of  the  pelvic  vessels,  by  saying  vaguely  that 
it  has  a  deobstruent  effect  upon  the  portal  circulation,  thus 
relieving  the  blood  stasis  of  the  uterine  vessels.  I  shall  not 
venture  to  say  anything  about  Dr.  Wright's  theory ;  I  sim- 
ply know,  clinically,  that  by  the  administration  of  the  salt 
a  gradual  shrinking  in  the  inflammatory  mass  is  observed. 
From  what  I  have  seen  of  its  action,  I  cannot  assign  it 
any  value  as  an  absorbent,  such  as  we  give  iodine  and 
mercury. 

One  condition  seems  to  be  indispensable  to  its  beneficial 
effect,  —  that  of  inflammatory  hyperemia,  more  or  less  ac- 
tive. From  this  the  conclusion  is  natural,  that  its  operation 
is  due  to  a  modification  of  the  circulation  in  the  parts,  and 
not  to  the  stimulation  of  any  special  class  of  absorbents. 
One  word  as  to  the  mode  of  administration.  I  have  always 
used  it  in  small  and  frequent  doses ;  one  or  two  grains 
every  hour,  omitting  its  use  during  the  night,  making  a 
fresh  solution  once  or  twice  a  day. 

In  larger  doses,  at  longer  intervals,  I  have  never  observed 
the  effect  I  here  claim  for  the  salt.  Notwithstanding  the 
ammonium  chloride  is  so  popular  in  Germany,  I  have 
looked  over  a  large  mass  of  German  literature  in  vain  for 
some  statement  of  this  "deobstruent"  effect. 

^  Uterine  Disorders ;  their  Constitutional  Influence  and  Treatment^ 
p.  59,  London,  1869. 
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Iodine  externally,  and  counter-irritation,  while  having  a 
temporary  effect  upon  pain,  do  not  produce  any  impression, 
that  I  have  observed,  upon  the  absorption  of  a  pelvic  in- 
flammatory mass.  Mercury  I  believe  to  be  absolutely  con- 
tra-indicated. 

I  have  spoken  so  far,  more  with  reference  to  the  treat- 
ment of  chronic  non-suppurating  masses,  than  of  pelvic  ad- 
hesions. 

The  treatment,  so  far  as  detailed,  applies  to  both.  It  is 
rare  indeed  to  meet  with  pelvic  adhesions  without  the  pres- 
ence of  inflammatory  exudation  masses.  As  a  rule  we  find 
the  uterus  and  its  annexes  becoming  movable  just  in  pro- 
portion as  the  pelvic  mass  becomes  absorbed.  In  the  same 
proportion  also  we  find  the  pelvic  tenderness  on  compres- 
sion abating.  This  lessening  tenderness  allows  of  mechan- 
ical treatment  of  the  adhesions. 

Treatment  of  this  character  has  to  be  resorted  to  with 
the  greatest  care.  In  some  cases  it  is  difficult  to  say  how 
slight  a  local  interference  may  induce  a  relapse.  For  this 
reason,  in  a  diagnostic  examination,  I  never  employ  the 
sound. 

Careful  handling  of  the  pelvic  mass  tends  to  remove  ten- 
derness. For  this  purpose  I  employ  bi-manual  manipulations. 
The  fingers  of  the  left  hand  are  pressed  upon  the  uterus,  or 
the  induration  in  the  vagina,  while  the  right  hand  presses 
upon  the  surface  of  the  abdomen.  While  the  hands  are  in 
this  position,  a  slight  to  and  fro  movement  is  given  to  the 
mass  enclosed  between  the  hands.  At  first  this  may  excite 
considerable  pain,  which  will  usually  wear  away  of  itself. 
Oftentimes  patients  will  bear  well  and  improve  under  this 
manipulation  who  cannot  endure  the  acute  pain  that  is  in- 
duced by  the  jar  of  the  pelvic  viscera  while  walking.  Dr. 
Howitz,^  of  Copenhagen,  in  order  to  induce  resorption  of  the 
non-purulent  exudations  of  parametritis,  recommends  "mas- 
sage." Firmness  is  given  to  the  tumor  by  the  fingers  in 
the  vagina,  while  moderate  friction  is  made  over  the  surface 

1  Gynakologiske  og  Obstetriciske  Meddelelser,  1877  ;  Am.  y.  Obst., 
■ci.,  656. 
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of  the  abdomen.  If  the  tumor  is  in  the  iliac  fossa,  the  bone 
then  affords  support,  and  the  fingers  in  the  vagina  may  be 
dispensed  with.  This  manipulation  is  repeated  every  two 
days.  Of  course  the  suspicion  of  pus  would  contra-indi- 
cate  the  manipulation  advised  by  either  Dr.  Howitz  or  my- 
self. 


ON  SOME  POINTS  IN  CONNECTION  WITH  THE 
TREATMENT  OF  STERILITY. 

A.   REEVES    JACKSON,   A.  M.,   M.  D., 
Chicago,  III. 

The  desire  for  offspring  is  unquestionably  one  of  the 
most  powerful  instincts  that  actuate  the  human  breast ; 
and,  so  long  as  this  continues  to  be  so,  the  subject  of  ster- 
ility will  command  the  attention  that  has  always  been  ac- 
corded to  it,  notwithstanding  all  that  has  been,  or  may  here- 
after be  said  or  written  upon  it. 

As  gynecologists  we  should  be  particularly  interested  in 
this  important  subject ;  for  it  is  to  us,  in  this  special  capaci- 
ty, that  woman,  filled  with  holy  aspirations  for  maternity, 
will  appeal  for  aid  in  her  longings. 

Intelligent  women  no  longer  rely  upon  the  use  of  charms, 
amulets,  or  other  outgrowths  of  an  ignorant  superstition,  for 
the  cure  of  their  barrenness,  as  was  formerly  the  case  even 
among  the  highest  classes  in  countries  of  the  most  ad- 
vanced civilization.  As  a  result  of  the  progress  of  scientific 
inquiry  and  research,  the  veil  of  mystery  which  once  ob- 
scured this  subject  is  being  removed,  and  the  physician,  in- 
stead of  the  seer  and  fortune-teller,  is  now  the  one  who  is 
most  frequently  consulted  in  reference  to  the  removal  of 
the  only  drawback,  possibly,  to  the  happiness  of  many  hus- 
bands and  wives,  namely,  the  lack  of  children. 

But,  while  modern  investigation  has  done  much  to  throw 
light  upon  the  physiology  and  pathology  of  conception,  our 
knowledge  of  the  subject  is  still  lamentably  vague  and  im- 
perfect. Life,  from  its  inception  to  its  close,  in  all  its  pro- 
cesses, all  its  manifestations,  is  a  succession  of  mysteries ; 
and,  despite  the  fact  that  the  embryologist  with  his  micro- 
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scope  has  penetrated  as  far  as  it  seems  possible  to  go,  he 
has  not  yet  been  able  to  solve  the  problems  involved  in  the 
creation  of  each  new  being.  Doubtless,  this  will  ever  be 
so.  Science,  being  human,  can  never  attain  perfection. 
Revelation  only  is  perfect.  It  is  man's  mission  to  be  ever 
learning  and  never  knowing  ;  to  be  always  seeking  for  the 
truth,  but,  in  this  life,  at  least,  never  to  find  it. 

As  regards  the  subjects  ot  conception  and  generation, 
there  is  much  of  which  we  are  ignorant.  We  do  not  know, 
for  example,  why  it  is  that,  in  some  cases  pregnancy  should 
occur  only  after  many  years  of  unfruitful  married  life  ;  -^ 
why  some  women  should  conceive  with  more  or  less  regu- 
larity every  fifteen  or  eighteen  months,  and  others  only  at 
intervals  of  four  or  five  years  ;  why  thousands  of  sexual 
connections  should  be  barren,  and  a  single  one  under  ap- 
parently similar  circumstances,  be  fruitful  ;  why  a  man  and 
woman  living  together  for  years  without  issue  should,  when 
otherwise  mated,  each  be  fertile.  All  these,  and  many 
similar  questions,  pressing  themselves  upon  us  for  solution, 
are  yet  unsolved.  Utterly  ignorant  are  we  also  of  the  pos- 
sible pathological  changes  of  the  semen  and  ovum,  and  of 
the  influence  which  such  changes  may  exert  upon  their 
productiveness.  The  morbid  states  of  the  ovaries  which 
may  affect  the  fertility  of  the  ovum  are,  without  doubt,  very 
numerous,  but  we  know  little  of  them.  Unless  they  pro- 
duce increase  in  the  size  of  these  organs  they  are  hardly 
amenable  either  to  our  means  of  investigation  or  treatment. 
So,  too,  the  various  derangements  of  the  Fallopian  tubes, 
which  interfere  with  the  reception  or  transmission  of  the 
ovum,  are  generally  unrecognizable  during  life,  although 
their  frequency  is  abundantly  demonstrated  by  post  mortem 
examinations. 

Some  of  the  foregoing  problems  are  explainable  perhaps 
by  the  fact  (as  I  believe  it  to  be),  that,  just  as  every  men- 

^  The  author  knows  of  one  instance  in  which  the  first  pregnancy  took 
place  at  the  age  of  thirty-seven  years,  the  subject  having  been  married 
at  seventeen,  and  lived  with  her  husband  the  entire  period,  —  twenty 
years. 
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strual  period  is  not  preceded  or  accompanied  by  ovulation, 
so,  likewise,  every  act  of  ovulation  does  not  result  in  the 
extrusion  of  an  ovule  that  is  capable  of  impregnation. 
Others,  again,  may  be  attributable  to  physiological  incom- 
patibility, etc.  These,  however,  are  to  be  regarded  only  as 
hypotheses  which  may  or  may  not  be  true. 

While  disclaiming  any  power  of  illumining  this  subject, 
and  without  having  any  new  facts  or  opinions  to  offer,  I  yet 
desire  to  record  a  few  observations,  which  may  be  useful  if 
only  as  confirmatory  of  the  views  of  others. 

The  treatment  of  the  sterile  condition  has  always  been 
notoriously  unsatisfactory ;  and,  any  one  who  has  had  much 
experience  in  its  management  knows  that  the  number  of 
failures  far  exceeds  that  of  the  cures.  This  result  depends 
upon  many  causes,  —  some  known  and  some  unknown,  some 
remediable  and  some  irremediable. 

I  purpose  considering  some  of  the  circumstances  which 
have  conduced  to  render  treatment  unsuccessful,  and  to 
make  some  suggestions  whereby  I  believe  success  may  be 
more  certain. 

The  frequency  of  failure  in  the  treatment  of  sterility 
arises  chiefly  from  the  following  :  — 

1.  Our  defective  knowledge  of  the  vital  processes  con- 
cerned in  conception  and  gestation. 

2.  The  frequent  presence  of  disease  of  the  ovaries,  Fal- 
lopian tubes,  and  surrounding  tissues,  preventing  healthy 
ovulation  and  the  transmission  of  the  ovule. 

3.  Too  great  reliance  upon  an  exclusively  mechanical  and 
surgical  treatment. 

4.  Disease  of  the  uterus  disqualifying  that  organ  for 
performing  its  work  of  retaining  and  developing  the  fetus. 

5.  Want  of  persistence  in  treatment. 

Inasmuch  as  I  design  that  my  remarks  shall  be  wholly 
practical,  I  will  not  do  more  than  merely  allude  to  the  first 
two  of  these.  Because,  as  to  the  first,  it  is  obvious  that  our 
imperfection  of  knowledge  can  only  be  removed  by  future 
patient  research ;  and,  as  to  the  second,  the  hidden  abnor- 
mities of  the  ovaries,  Fallopian  tubes,  pelvic  cellular  tissue, 
etc.,  are  beyond  the  reach  of  our  remedies. 
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Limiting  myself,  therefore,  to  the  consideration  of  the 
three  last  enumerated  causes  of  non-success,  I  will  first 
endeavor  to  show  that  it  has  been  customary  to  place 

TOO  GREAT  RELIANCE  UPON  AN  EXCLUSIVELY  MECHANICAL 

TREATMENT. 

In  order  that  fecundation  should  occur,  the  following 
conditions  must  be  complied  with  :  Spermatic  fluid  con- 
taining living  spermatozoa  must  be  placed  in  the  vagina ; 
this  is  the  act  of  the  male.  On  the  part  of  the  female,  the 
vagina  must  be  capable  of  receiving  and  retaining  the  se- 
men, a  portion  of  which  must  enter  through  the  os  uteri 
and  cervical  canal  into  the  cavity  of  the  uterus  ;  either  here 
(as  some  claim),  or  in  the  Fallopian  tube,  or  on  the  surface 
of  the  ovary,  it  must  come  in  contact  with  an  ovule  capable 
of  being  fertilized. 

Other  conditions  may  be  necessary,  but  we  know  that 
those  enumerated  are  absolutely  indispensable.  To  enable 
the  impregnated  germ  to  become  developed  into  a  new 
being  there  are  other  requirements.  If  conception  have 
occurred  at  some  point  beyond  the  uterus,  —  as  it  doubt- 
less commonly  does,  —  the  ovum  must  be  transmitted  by 
the  oviduct  to  that  organ,  which,  in  all  its  parts,  must  be 
in  a  suitable  state  to  afford  it  proper  lodgment  and  nour- 
ishment ;  otherwise,  either  the  ovum  must  perish  or  the 
gestation  be  extra-uterine. 

When  we  consider  how  much  of  this  complicated  process 
is  wholly  mechanical,  it  does  not  seem  surprising  that  me- 
chanical means  should  be  so  largely  resorted  to  for  the  relief 
of  those  cases  of  sterility  in  which  some  obstacle  of  a  phys- 
ical character  seems  to  be  present. 

The  medical  profession  has  been  greatly  influenced  in  this 
matter  by  the  brilliant  example  and  fascinating  writings  of 
our  distinguished  countryman  and  Fellow,  Dr.  J.  Marion 
Sims,  who,  adopting  an  almost  wholly  mechanical  theory  of 
sterility,  advocated  and  practiced  the  most  radical  mechan- 
ical and  surgical  means  for  its  cure.  While  I  fully  appreci- 
ate his  great  genius  and  skill,  I  nevertheless  feel  convinced 
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that  his  teachings  have  been  fraught  with  incalculable  mis- 
chief. He  showed  with  what  facility  and  safety  a  womb  could 
be  split,  dragged  from,  or  pushed  into  its  proper  position, 
polypi  removed  from  its  interior,  imbedded  tumors  enucle- 
ated from  its  walls ;  and,  straightway  every  tyro  throughout 
the  country  began  to  emulate  these  bold  feats,  with  the  result 
of  producing  an  amount  of  uterine  deformity  and  incapacity, 
ruined  health  and  loss  of  life,  sufficient  to  fully  offset  all 
the  good  that  has  been  accomplished  by  Sims  himself,  and 
his  more  skillful  and  prudent  disciples. 

There  is  one  error  which  is  almost  universally  committed 
in  the  treatment  of  barrenness.  I  allude  to  the  ignoring 
of  the  male  element.  It  is  obviously  neither  scientific  nor 
just  to  assume,  in  every  case  of  unfruitful  marriage,  that 
the  fault  lies  with  the  woman,  and  yet  this  is  nearly  always 
done,  with  the  result  usually  of  subjecting  her  to  a  painful 
course  of  what  may  be  unnecessary  local  treatment ;  or, 
still  worse,  to  a  possibly  dangerous  surgical  operation. 

It  is  well  known  that  from  various  malformations  on  the 
part  of  the  male,  the  semen  may  not  enter  the  vagina  ;  also, 
that  from  numerous  causes  the  fluid  may  not  contain  living 
(or  any)  spermatozoa.  Since  these  deficiencies  may  be  the 
only  bar  to  the  begetting  of  offspring,  it  should  be  our  duty 
in  any  case  of  sterility  in  which  the  cause  is  not  manifestly 
referable  to  the  woman,  to  satisfy  ourselves  at  the  outset 
upon  these  points,  and  not  defer  doing  so  until  all  manner 
of  treatment  has  been  vainly  exhausted  upon  her. 

But  the  male  organs  may  be  normal  and  the  spermatic 
fluid  nothing  amiss,  and  the  latter  may  yet  fail  to  enter  the 
vagina  from  a  variety  of  causes  on  the  part  of  the  female. 
Thus,  the  hymen  may  be  imperforate,  or  so  dense  as  to  con- 
tinue unbroken,  or  so  lax  in  texture  as  to  yield  without  rup- 
ture ;  or,  the  vagina  may  be  congenitally  too  small  or  closed, 
or  its  walls  may  be  adherent,  as  the  result  of  inflammation, 
or  contracted  by  cicatrices ;  its  calibre  may  be  lessened  or 
obstructed  by  tumors  or  other  adventitious  bodies. 

The  semen  may  be  deposited  in  the  vagina,  and  be  unable 
to  enter  the  uterus.  This  may  arise  from  the  vagina  forming 
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a  mere  cul-de-sac  and  not  communicating  with  the  uterus ; 
the  uterus  may  be  closed  either  congenitally  or  as  the  result 
of  disease,  or  it  may  be  obstructed  by  the  presence  of  a 
tumor  or  polypus  ;  or,  being  pervious,  the  opening  may  be 
so  small  as  to  present  great  difficulty  to  the  ingress  of  any 
fluid. 

It  is  plain  that  all  such  conditions  as  the  foregoing  (and 
many  others  might  be  added  to  the  list)  can  only  be  over- 
come by  surgical  means  ;  indeed,  any  other  than  operative 
measures  would  be  wholly  useless.  And  the  mere  removal 
of  the  obstructing  cause  may  be,  and  commonly  is  sufficient. 
But  there  are  other  conditions  which  equally  demand  in- 
strumental treatment  but  which  need  something  more,  — 
conditions  in  which  operative  means  cannot  and  should  not 
be  relied  upon.  Among  these,  I  include,  prominently,  the 
flexions  and  displacements  of  the  uterus. 

(A.)  Uterine  Flexions.  A  flexed  condition  of  the  uterus, 
if  of  considerable  degree,  is  frequently,  perhaps  usually,  a 
cause  of  sterility,  but  certainly  not  always  so.  I  have  known 
a  number  of  instances  in  which  pregnancy  took  place  not- 
withstanding the  existence  of  a  very  pronounced  flexion. 
Such  a  case  came  under  my  notice  quite  recently.  Mrs.  T., 
twenty-eight  years  of  age,  had  always  suffered  from  dys- 
menorrhea of  so  severe  a  character  as  to  compel  her  to  lie 
in  bed  four  or  five  days  each  month.  The  pain  was  de- 
pendent apparently  upon  the  presence  of  an  anteflexion  so 
acute  as  to  prevent  the  introduction  of  a  sound.  She  mar- 
ried, and  without  having  undergone  any  local  treatment 
whatever,  conceived  during  the  second  month  afterwards. 

It  is  well  known  that  the  amount  of  dysmenorrhea  in  any 
case  accompanied  by  flexion,  is  not  a  reliable  criterion  as  to 
the  degree  of  uterine  abnormity.  For,  while  a  very  sharp 
flexion  which  tightly  closes  the  uterine  canal  is  very  certain 
to  be  attended  by  severe  menstrual  pain,  it  is  equally  true 
that  as  great  an  amount  of  suffering  may  accompany  a 
much  slighter  bending.  In  some  cases  of  exaggerated 
flexion  the  sound  maybe  passed  without  much  difficulty, 
because  of   the  uterine  walls  being  yielding  and  readily 
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separable ;  and  where  this  state  of  things  is  found,  neither 
dysmenorrhea  nor  sterility  is  necessarily  a  result  of  the 
abnormal  form  of  the  uterus.  Where,  however,  the  sound 
can  be  passed  only  with  difficulty,  or  not  at  all,  both  dys- 
menorrhea and  sterility  are  quite  sure  to  persist ;  and  yet 
the  case  of  Mrs.  T.,  just  referred  to,  shows  that  even  in 
such  a  case  the  barrenness  is  not  absolute. 

I  incline  to  the  belief  that  a  contracted  state,  either  of  the 
OS  uteri  or  cervical  canal,  is  much  more  likely  to  cause  dys- 
menorrhea than  sterility  ;  for  there  are  very  many  instances 
in  which  the  narrowing  has  been  removed  by  discission,  or 
otherwise,  with  the  effect  of  promptly  relieving  the  men- 
strual pain,  but  leaving  the  woman  sterile,  thus  showing  that 
some  other  cause  or  causes  of  the  infertility  than  the  mere 
narrowing  of  the  canal  remained.  Everybody  finds  it  diffi- 
cult to  understand  how  a  cervical  canal  which  is  sufficiently 
patulous  to  give  egress  to  the  menstrual  fluid,  even  with 
pain,  can  be  too  small  to  permit  the  entrance  and  trans- 
mission of  spermatozoa  which  are  so  minute  as  to  be  invisi- 
ble to  the  unaided  sight.  It  is  true  that  clinical  experience 
has  seemed  to  demonstrate  that  the  efficient  enlargement 
of  the  abnormally  small  passage  has  been  quickly  followed 
by  conception.  This  result  has  occurred  so  often,  indeed, 
as  to  leave  no  doubt  in  the  minds  of  many  as  to  the  cura- 
tive influence  of  the  measures  employed.  The  conclusion 
is  correct,  and  yet  I  fancy  there  is  a  fallacy  in  the  process 
of  reasoning  by  which  it  is  reached. 

While  sterility  has  been  frequently  cured  in  this  way,  the 
treatment  in  question  has  far  oftener  failed,  —  failed  be- 
cause it  did  not  remove  some  other  condition  than  the  nar- 
rowing of  the  passage,  and  which,  quite  possibly,  was  the 
really  efficient  factor  in  the  production  of  the  barrenness. 
It  must  be  remembered  that  the  surgical  means  used  for 
dilating  a  constricted  cervical  canal,  whether  it  be  done  by 
cutting  or  stretching  instruments,  do  something  more  than 
merely  cut  and  stretch.  They  make  a  very  profound  im- 
pression, indeed,  not  only  upon  the  parts  directly  invaded, 
but  also  upon  the  rest  of  the  uterus,  extending  sometimes 
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even  to  the  neighboring  organs.  And  I  have  no  doubt  that 
long-standing  congestions  and  inflammations, — conditions 
which  have  prevented  the  uterus  from  properly  receiving 
and  providing  for  the  ovum,  —  have  been  thus  removed,  es- 
pecially when  the  dilatation  has  been  accomplished  by  the 
use  of  cutting  instruments.  I  still  further  believe  that  it 
is  because  the  diseased  conditions  named,  or  similar  ones, 
are  not  usually  so  removed  by  the  operations  referred  to, 
that  sterility  is  not  more  frequently  cured  by  their  employ- 
ment. 

There  is  still  another  reason  why  the  operative  means 
used  for  the  enlargement  of  the  cervical  canal,  whether  the 
contracted  state  arises  from  flexion  or  otherwise,  so  often 
fail,  namely,  that  they  are  sometimes  overdone.  Indeed, 
this  is  an  error  difficult  to  guard  against.  It  requires  much 
discrimination  on  the  part  of  the  operator  to  enable  him  to 
determine  just  how  much  ought  to  be  done  in  these  cases ; 
how  much  on  the  one  hand  is  necessary  to  maintain  suffi- 
cient patency  of  the  canal,  and  on  the  other  to  avoid  subse- 
quent abnormal. enlargement.  What  may  seem  at  the  time 
to  be  a  very  free  incision,  for  example,  may  in  a  few  weeks 
unite  again  so  completely  as  to  leave  the  passage  as  small 
as  before,  thus  necessitating  a  repetition  of  the  operation. 
But  I  have  seen  this  result  so  thoroughly  guarded  against  as 
to  leave  the  channel  excessively  patulous,  two  cases  having 
come  under  my  observation  in  which  the  womb  had  been 
bilaterally  incised  to  so  great  an  extent  that  a  permanent 
gaping  of  the  os  remained,  just  as  occurs  after  bad  cases 
of  cervical  laceration  during  parturition  ;  a  condition  which, 
besides  producing  many  distressing  symptoms,  is  as  certain 
to  entail  sterility  as  the  narrowing  of  the  part  for  which 
the  operation  had  been  made. 

So,  too,  with  forcible  dilatation.  While  I  have  never  seen 
the  cervical  canal  remain  too  patulous  for  more  than  a  few 
weeks  after  this  procedure,  it  is  easy  to  see  that  much  mis- 
chief may  be  done  by  it  in  unskillful  hands.  If  we  con- 
sider the  great  amount  of  bruising  which  must  occur  when 
the  uterine  canal,  which  is  barely  large  enough  to  admit  a 
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probe,  and  surrounded  by  thick  dense  walls,  is  stretched  out 
in  a  period  of  ten  to  fifteen  minutes  to  an  extent  sufficient 
to  permit  the  introduction  of  the  finger,  it  is  not  difficult 
to  foresee  that  pelvic  inflammations  may  easily  be  lighted 
up  unless  the  utmost  precautions  be  taken,  and  suitable 
cases  selected  for  the  treatment. 

I  do  not  wish  to  be  understood  as  at  all  discountenancing 
these  operations.  On  the  contrary,  I  regard  them  as  indis- 
pensable —  in  some  cases.  What  I  want  to  urge  is  that 
they  are  not  always  necessary ;  that  where  they  are  nec- 
essary they  are  not  always  sufficient ;  in  short,  that  we  have 
erred  in  attaching  too  great  importance  to  the  mechanical 
element  in  the  causation  of  sterility,  and,  consequently,  to 
the  means  used  for  its  removal. 

{b)  Uterine  Displacements.  —  It  is  generally  thought  that 
of  all  the  mechanical  causes  of  sterility,  the  various  dis- 
placements of  the  uterus  are  much  the  most  frequent.  Of 
these,  retroversion  and  anteversion  form  the  great  bulk, 
prolapsus  being  comparatively  infrequent,  and  even  when 
present,  not  likely,  per  se,  to  prevent  conception.  Even  the 
versions  of  the  uterus  are  not  necessarily  productive  of  in- 
fertility. They  may  constitute  a  difficulty  in  the  way  of 
impregnation,  but  nothing  more,  and  they  only  do  this 
when  the  os  uteri  is  pressed  against  the  vaginal  wall,  or 
carried  far  from  its  normal  position.  That  these  malposi- 
tions are,  however,  sometimes  the  only  causal  elements  of 
the  sterility,  is  shown  clinically  by  the  success  which  occas- 
ionally follows  the  replacement  of  the  organ  and  its  reten- 
tion in  proper  position  by  means  of  pessaries.  But,  here, 
too,  just  as  in  the  case  of  flexions,  these  mechanical  devices 
are  only  exceptionally  successful.  In  the  great  majority  of 
cases  they  fail.  Why  .^  Because  nine  tenths,  perhaps,  of 
all  chronic  uterine  displacements  are  complicated  with 
chronic  uterine  disease,  which  the  mere  replacement  of  the 
organ  is  inadequate  to  remove.  Practically,  it  does  not 
matter,  so  far  as  the  therapeutics  of  these  co-existent  con- 
ditions are  concerned,  whether  the  inflammation,  or  hyper- 
trophy (or  whatever  the  disease  may  be),  or  the  malposition, 
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have  appeared  first,  —  which  is  the  cause  and  which  the 
effect.  We  find  them  together,  and  both  must  be  cured. 
Usually  they  must  be  cured  simultaneously  if  at  all ;  for 
curing  one  does  not,  unless  exceptionally,  cure  the  other. 
And  just  here  we  have,  as  I  believe,  the  fundamental  fact 
which  explains  why  mechanical  treatment  alone  so  often 
fails  to  remedy  the  sterile  condition.  A  displacement  or  a 
flexion  is  rectified,  it  may  be,  but  an  endometritis  which 
co-exists,  and  which  is  the  potent  factor  of  causation,  is  not 
removed  and  so  the  sterility  remains.  Not  only  this  :  from 
the  persistence  of  the  inflammation  the  displacement  or  de- 
formity itself  is  likely  to  return.  Hence,  while  we  cannot  dis- 
card the  pessary,  and  while,  by  its  use,  great  amelioration  of 
the  patient's  symptoms  may  be  effected  ;  and  while,  still  fur- 
ther, the  mere  replacement  of  the  uterus  may  sometimes  be 
sufficient  to  restore  the  organ  to  a  healthy  state,  we  cannot 
rely  upon  this  latter  result.  So,  when  sterility  complicates 
displacement,  we  must  expect  to  find  disease  also,  and  this 
latter,  as  well  as  the  malposition,  must  be  removed  if  we 
would  cure  the  barren  condition. 

FREQUENCY    OF    UTERINE    DISEASE. 

From  what  has  already  been  said,  it  will  be  inferred  that 
I  attach  more  importance  to  the  presence  of  disease  in  the 
pelvic  organs  as  a  cause  of  sterility  than  is  perhaps  usual. 
Although  the  uterus  is  more  frequently  the  affected  organ 
than  any  of  the  others,  —  and,  fortunately,  more  accessible 
than  some  of  them,  —  we  must  not  forget  that  the  ovaries 
and  Fallopian  tubes  are  likewise  very  often  the  incapable 
ones,  but  they  are,  as  previously  stated,  beyond  our  reach. 
Basing  the  opinion  upon  the  result  of  my  own  observation, 
I  regard  inflammation  of  the  womb  and  its  sequelae  as  by 
far  the  most  common  causes  of  barrenness.  The  disease 
may  affect  any  part  or  the  whole  of  the  organ,  but  com- 
monly the  lining  membrane  only  is  involved.  The  endo- 
metritis produces  hypersecretion,  and  the  consequent  dis- 
charge may  be  so  irritating  in  character  as  to  destroy  the 
vitality  of  the  spermatozoa.     Dr.  Sims,  and  some  others, 
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Delieve  that  this  is  a  very  frequent  cause  of  sterility.  But 
it  seems  to  me  that  more  importance  has  been  attributed  to 
it  than  facts  warrant.  We  know  that  women  may  conceive 
when  the  vagina  is  constantly  bathed  with  the  offensive 
discharge  from  carcinoma  of  the  uterus,  even  when  it  is  so 
acrid  as  to  cause  removal  of  epithelium  and  epidermis.  It 
is  likewise  well  known  that  a  continually-leaking  vesico- 
vaginal fistula  is  no  bar  to  conception.  Hence,  I  cannot 
think  that  the  ordinary  catarrhal  discharge  from  the  geni- 
tals is  so  very  inimical  to  the  life  of  the  spermatozoa  as  has 
been  supposed.  It  is  true  that  the  suppression,  or  even  the 
diminution  of  a  leucorrheal  discharge  may  be  quickly  fol- 
lowed by  impregnation  ;  but  this  fact  does  not  prove  that 
the  presence  of  the  leucorrhea  was  the  cause  of  the  pre- 
ceding infertility.  For,  being  only  a  symptom  of  structural 
disease  which  unfitted  the  uterus  for  furnishing  a  suitable 
nidus  for  the  germ,  the  abatement  of  the  discharge  was  a 
consequence  of  removal  of  the  lesion  which  produced  it. 
Impregnation  probably  occurs  much  more  frequently  in 
these  cases  than  is  supposed,  but  owing  to  the  defect  in 
the  nesting  and  developmental  processes  very  early  abor- 
tion habitually  takes  place.  In  short,  inflammatory  disease 
of  the  uterus,  while  not  necessarily  or  usually  a  hindrance 
to  conception,  prevents  productiveness  by  interfering  with 
gestation ;  and  until  this  fact  is  more  generally  recognized 
many  curable  cases  of  sterility  will  remain  uncured. 

There  are  some  cases  of  barrenness  in  which  no  ab- 
normal position  or  condition  of  the  pelvic  organs  is  mani- 
fest, but  where  only  disturbed  function  is  apparent.  For 
example,  menstruation  may  be  irregular,  scanty,  or  profuse. 
In  many  of  these  I  have  no  doubt  that  the  unhealthy  char- 
acter of  this  important  process  is  dependent  upon  some 
uterine  disease  —  undiscovered  and,  possibly,  undiscovera- 
ble  —  which  unfits  the  organ  for  its  work  of  nidation  and 
gestation.  These  menstrual  derangements  should  there- 
fore always  receive  consideration,  and  their  presence  should 
prompt  to  a  very  careful  exploration  of  the  parts. 
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In  the  summer  of  1876,  I  was  consulted  by  a  lady  thirty  years 
of  age.  Menstruation  had  always  been  rather  scanty,  the  periods 
lasting  two  or  three  days.  She  had  been  married  nine  years  and 
had  never  been  pregnant  so  far  as  she  knew,  although  during  the 
first  year  of  her  married  life  she  had  "  missed  "  one  period,  and 
this  was  followed  by  nausea,  headache,  and  some  other  evidences 
of  nervous  derangement.  However,  without  any  treatment  the 
next  period  came  at  its  regular  time,  marked  only  by  a  some- 
what unusually  profuse  flow.  Within  the  past  three  years  she 
had  grown  very  stout  and  plethoric,  and  the  catamenia,  although 
quite  regular,  had  become  steadily  more  scanty,  until,  finally,  the 
use  of  a  single  napkin  was  sufficient.  She  attributed  her  stout- 
ness to  the  diminished  quantity  of  the  discharge,  and  it  was  for 
the  purpose  of  having  the  latter  increased  that  she  sought  advice. 
In  reply  to  a  question,  she  expressed  a  strong  desire  for  children, 
but  stated  that  she  had  long  since  abandoned  all  hope  of  ever 
having  any. 

Examination  revealed  nothing  abnormal. 

I  advised  her  to  take  very  active  exercise,  to  use  a  restricted 
diet,  to  take  mild  saline  laxative  medicines,  and  recommended 
the  local  abstraction  of  blood. 

On  the  day  prior  to  the  expected  appearance  of  the  menses,  I 
punctured  the  uterine  cervix  deeply,  so  as  to  remove  two  or  three 
tablespoonfuls  of  blood.  The  regular  discharge  appeared  within 
twelve  hours,  and  the  quantity  passed  was  more  than  double  that 
of  the  period  immediately  preceding.  This  operation  was  re- 
peated just  before  each  menstruation  subsequently. 

The  treatment  was  continued  four  months,  at  the  end  of  which 
time  the  weight  of  the  patient  was  reduced  fifteen  pounds,  and 
the  catamenia  had  so  increased  that,  at  the  fourth  period,  she 
used  five  napkins.  The  fifth  failed  to  appear.  Conception  had 
occurred,  and  was  followed  in  due  time  by  the  birth  of  a  healthy 
girl. 

WANT    OF    PERSISTENCE    IN    TREATMENT. 

Doubtless,  many  cases  of  barrenness  are  not  cured  sim- 
ply from  lack  of  perseverance,  either  on  the  part  of  the 
physician  or  the  patient. 

Suppose  a  woman  who  is  sterile  and  who  seeks  for  re- 
lief, is  found  to  have  some  obvious  cause  for  the  condition, 
for  example,  a  flexed  or  displaced  uterus,  a  contracted  os 
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Uteri,  a  lacerated  or  relaxed  perineum,  etc.  The  physician, 
discovering  this,  concludes  that  he  has  found  all  that  is 
necessary,  and  announces  that  a  certain  surgical  procedure 
is  the  proper  remedy ;  and  he  probably  assures  her,  with 
more  or  less  positiveness,  that,  this  being  done,  she  may 
expect  conception  soon  to  take  place.  The  operation  is 
done.  Months  and  months  elapse,  but  the  expected  preg- 
nancy does  not  occur.  The  patient  is  disappointed  and 
discouraged.  If  she  should  report  again,  and  the  physician 
should,  on  examination,  find  no  other  physical  cause  for 
her  condition,  he  advises  patience  and  suggests  that  in  time 
the  desired  result  may  still  be  hoped  for. 

By  and  by  she  may  have  courage  to  seek  other  counsel. 
If  so,  the  opinion  is  perhaps  given  her  that  a  leucorrheal 
discharge  which  is  found  to  be  present  is  fatal  to  the  vital- 
ity of  the  spermatozoa,  and  treatment  for  this  symptom  is 
instituted.  The  patient  uses  her  vaginal  wash  and  the 
doctor  applies  his  nitrate  of  silver.  Again  the  months 
pass, — a  year  or  two,  possibly,  —  and  still  conception  does 
not  occur.  The  woman's  patience  or  purse,  or  both,  are 
exhausted,  and  more  discouraged  than  ever  she  finally 
ceases  her  fruitless  efforts. 

In  the  foregoing  supposititious  case,  the  failure  is  the  re- 
sult of  erroneous  views  on  the  part  of  the  physicians.  The 
first  one  could  see  and  appreciate  only  a  mechanical  obsta- 
cle to  fecundation,  and,  this  being  removed,  he  was  at  the 
end  of  his  resources.  The  second  erred  in  treating  a  symp- 
tom, the  leucorrhea,  instead  of  the  endometritis  that  caused 
it. 

On  the  other  hand,  many  patients  who  are  properly 
treated  for,  say  a  chronic  uterine  inflammation,  cannot  be 
induced  to  continue  treatment  sufficiently  long,  or  with 
sufficient  regularity  to  become  wholly  cured.  They  cannot 
understand  the  exceedingly  unyielding  nature  of  the  disease 
and  its  tendency  to  return,  for  years  it  may  be,  and  the 
consequent  necessity  not  only  for  the  long-continued  use  of 
remedial  means  in  order  to  effect  a  cure,  but  also  for  occa- 
sional treatment  a  long  time  after  a  cure  seems  complete. 
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So,  after  undergoing  treatment  awhile  and  becoming  some- 
what improved  —  partly  cured  but  not  entirely  —  they  cease 
their  visits,  and  after  a  time  find  themselves  relapsing  into 
their  former  condition,  and  put  the  blame  on  the  doctor. 

The  following  case  may  serve  to  illustrate  the  occasional 
efficacy  of  perseverance  in  treatment,  and  also  to  show  that 
comparatively  simple  means  will  sometimes  succeed  where 
elaborate  ones  have  failed  :  — 

Mrs.  H.,  aged  thirty-three  years,  a  well-formed  woman  of  me- 
dium height,  sterile,  had  been  married  eleven  years.  Menstrua- 
tion commenced  at  fifteen  and  had  always  been  regular,  painless, 
and  of  proper  amount ;  no  leucorrhea ;  general  health  perfect. 
She  was  sexually  insensitive,  and  to  this  circumstance  both  hus- 
band and  wife  attributed  the  barrenness.  At  the  end  of  the  sec- 
ond year  after  marriage  a  physician  was  consulted,  and  for  nearly 
a  year  she  was  treated  by  the  administration  of  aphrodisiac  med- 
icines without  result.  During  the  succeeding  three  years  she  was 
almost  constantly  under  the  care  of  some  physician  of  some  sort, 
and  drugs,  baths,  electricity,  pessaries,  etc.,  were  all  tried,  in  the 
vain  hope  that  her  condition  might  be  changed.  Finally,  she 
came  to  me.  She  appeared  to  be  perfectly  well,  was  remarkably 
gay  and  cheerful  in  manner,  and  expressed  a  strong  faith  that 
something  could  yet  be  done  for  her. 

On  examination,  I  found  all  the  genital  organs  normal  as  to 
development,  position,  and  state,  with  the  single  exception  that 
the  OS  uteri  was  extremely  small ;  indeed,  through  the  speculum 
its  site  was  indicated  only  by  a  reddish  spot  no  larger  than  a  pin's 
head.  On  discovering  this  I  questioned  her  more  particularly  in 
regard  to  her  menstrual  periods,  when  she  again  assured  me  that 
they  were  unattended  by  any  pain,  and  that  the  flow  was  not  at 
all  scanty.  I  experienced  much  difficulty  in  introducing  the  uter- 
ine probe,  but  after  its  bulbous  extremity  had  passed  the  os  its 
subsequent  progress  to  the  fundus  was  perfectly  easy.  The  nar- 
rowing was  clearly  limited  to  the  external  opening,  the  cervical 
canal  and  internal  os  being  apparently  of  normal  size. 

The  explanation  of  her  condition  seemed  very  plain.  The  thin 
lips  of  the  OS  uteri  were  sufficiently  yielding  to  permit  the  men- 
strual discharge  to  pass  out  readily,  but  from  their  peculiar  shape 
they  closed  the  opening  so  completely  as  to  make  it  impossible, 
without  force,  for  any  fluid  to  enter  the  uterine  canal  from  the 
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vagina.  The  case  seemed  so  simple  that  I  was  rash  enough  to 
promise  speedy  relief  as  the  result  of  a  slight  operation,  explain- 
ing to  her  at  the  same  time  the  nature  of  the  malformation.  My 
suggestions  were  at  once  adopted,  and  shortly  afterwards  the  os 
was  bilaterally  slit  secundum  artem.  The  operation  was  followed 
by  the  introduction  of  Atlee's  dilator  every  two  days  until  the 
withdrawal  of  the  slightly-expanded  instrument  ceased  to  be 
attended  by  any  appearance  of  blood.  It  was  a  failure.  In  less 
than  three  months  the  parts  had  returned  to  their  original  condi- 
tion, plus  a  cicatricial  induration  at  the  place  of  the  incision. 

A  few  months  afterwards  I  forcibly  dilated  the  os  and  lower 
part  of  the  cervix,  —  not  to  the  heroic  extent  sometimes  recom- 
mended and  which  I  have  since  practiced  in  other  cases, — but 
enough  to  enable  me  to  introduce  a  No.  24  bougie  readily.  This 
also  failed.  The  enlargement  effected  was  only  temporary  and 
the  parts  soon  returned  to  their  contracted  state. 

Chagrined  and  disappointed,  I  had  nothing  further  to  propose 
at  the  time,  and,  as  I  subsequently  learned,  the  patient  sought 
other  aid. 

Some  months  later,  when  the  courageous  and  hopeful  woman 
again  consulted  me  and  asked  whether  all  resources  were  ex- 
hausted in  her  case,  I  told  her  that  if  she  felt  willing  to  submit 
once  more  I  would  make  another  trial.  Accordingly,  a  few  days 
after  the  cessation  of  her  next  menstrual  flow,  I  removed  a  circular 
rim  of  tissue  with  scissors,  including  the  lips  of  the  os  uteri  and 
extending  a  third  of  an  inch  into  the  cervical  canal,  making  a  bev- 
eled wound  such  as  would  be  made  by  the  mechanic's  tool  known 
as  a  reamer.  The  operation  was  done  without  anesthesia  and 
caused  but  little  pain.  As  a  precaution  against  subsequent  con- 
traction, I  passed  a  bougie  into  the  cervical  canal  every  third 
or  fourth  day  until  the  raw  surface  was  healed.  I  now  believe 
that  this  was  unnecessary,  for  there  did  not  appear  to  be  any  ten- 
dency whatever  to  undue  narrowing,  and  six  weeks  after  the  last 
introduction  of  the  instrument  the  os  was  normally  pervious. 

At  the  end  of  seven  months  I  received  a  letter  from  the  hus- 
band of  my  patient,  who  resided  out  of  the  city,  stating  that  two 
menstrual  periods  had  failed  to  appear,  and  that  they  hoped  she 
was  pregnant.  This  hope  was  realized  at  last,  and  the  brave 
woman  found  her  faith  and  persistence  rewarded  by  the  birth  of 
a  girl  after  an  easy  labor. 
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SUMMARY. 

In  the  preceding  pages  I  have  endeavored  to  show  that 
the  most  frequent  causes  of  failure  in  the  treatment  of  the 
sterile  condition  arise  from,  — 

1.  The  defective  state  of  our  knowledge  of  the  vital  proc- 
esses concerned  in  conception  and  gestation. 

2.  The  frequent  presence  of  undetected  disease  and  mal- 
formations of  the  ovaries,  Fallopian  tubes,  and  neighboring 
organs  and  tissues,  which  prevent  healthy  ovulation  and 
the  transmission  of  the  ovule  to  the  uterus. 

3.  The  general  adoption  of  a  physical  theory  of  sterility, 
resulting  in  an  undue  reliance  upon  an  exclusively  mechan- 
ical and  surgical  treatment. 

4.  Uncured  disease  of  the  uterus,  which,  while  not  nec- 
essarily or  usually  a  bar  to  impregnation,  disqualifies  that 
organ  for  performing  its  functions  of  nidation  and  gesta- 
tion. 

5.  Want  of  persistence  in  treatment. 


A  CASE  OF  EXTREME  ANTEVERSION  AND  ANTE- 
FLEXION OF  THE  UTERUS  AT  THE  FULL 
TERM  OF  PREGNANCY. 

BY  ISAAC  E.  TAYLOR,   M.  D., 
New   York. 

Mrs.  S.,  aged  23,  of  good  constitution.  In  the  first  preg- 
nancy the  child  died  in  consequence  of  a  severe  and  sudden 
jolting  of  a  carriage.  The  first  labor  was  accomplished  in  a 
couple  of  hours  from  the  time  I  saw  her,  being  rapid  because 
the  head  of  the  child  was  hydrocephalic  and  much  elongated 
when  born.  I  did  not  see  my  patient  during  the  second  preg- 
nancy until  I  was  summoned  in  October,  1877,  labor  having  ex- 
isted for  several  hours.  I  was  at  once  impressed  with  the  ex- 
tremely anteverted  condition  of  the  uterus,  the  abdomen  lying  on 
the  thighs,  near  the  knees ;  when  she  stood  it  reached  within  an 
inch  of  the  end  of  the  knees.  The  fetal  heart  was  heard  a  little 
above  the  umbilicus ;  pains  recurred  regularly  and  strongly  every 
fifteen  minutes. 

An  examination,  per  vaginam,  showed  the  os  uteri  to  be  dilated 
fully  one  half ;  the  head  could  be  reached,  though  high  up,  but 
it  did  not  adapt  itself  to  the  superior  strait.  It  was  apparent, 
therefore,  that  the  case  was  one  of  extreme  or  excessive  antever- 
sion  of  the  uterus,  with  anteflexion.  The  ductility  of  the  supra- 
vaginal portion  admitted  of  an  elongation  which  gave  a  measure- 
ment from  the  epigastric  region  of  the  woman  to  the  fundus  of 
the  uterus  of  thirteen  inches.  The  uterus  was  raised  carefully 
to  nearly  a  normal  position,  and  a  bandage  applied  to  support  it 
in  position.  This  proving  insufficient,  a  large  one  was  slung  over 
the  shoulders  and  tied  firmly,  which  supported  the  uterus  more 
perfectly,  and  allowed  the  uterine  forces  to  act  in  the  natural  di- 
rection of  the  axis  of  the  pelvis.  The  head  then  appeared  to  fix 
itself  favorably  in  the  first  position.  Her  pelvis,  as  I  ascertained 
in  her  former  confinement,  was  generally  contracted,  the  conju- 
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gate  diameter  being  less  than  four  inches.  Everything  appeared 
favorable  for  a  natural,  though  perhaps  tedious,  delivery,  the 
cervix  being  fully  two  thirds  dilated,  and  the  liquor  amnii  having 
drained  off.  After  an  hour,  as  no  advance  had  been  made,  fear- 
ing a  prolonged  labor,  I  concluded  to  deliver  with  forceps.  With 
Dr.  Yale's  assistance  choloroform  was  given,  the  forceps  applied, 
and  after  a  quarter  of  an  hour  removed ;  in  a  few  moments'  in- 
terval they  were  reapplied  several  times.  On  the  fourth  trial,  an 
hour  later,  the  head  was  delivered.  The  delivery  of  the  shoulders 
occupied  another  hour,  and  was  only  accomplished  by  rotating  the 
right  shoulder,  by  means  of  the  blunt  hook,  during  a  pain,  to  the 
left  side,  when  by  traction  with  the  blunt  hook,  a  child  weighing 
11^  lbs.  was  delivered. 

This  is  the  second  case  I  have  seen  of  marked  antever- 
sion  ;  the  first  being  less  extreme.  In  that  case  embryot- 
omy had  to  be  performed  on  account  of  contraction  of  the 
antero-posterior  diameter  of  the  pelvis  to  three  and  one 
quarter  inches  ;  the  patient  died.  I  believe  that  cases  of 
generally  contracted  pelvis  are  less  favorable  to  the  life  of 
the  child,  than  when  the  contraction  is  simply  at  the  supe- 
rior strait. 

The  patient  had  not  the  slightest  unfavorable  symptom 
after  her  delivery.  I  saw  her  three  months  afterwards  for 
some  trivial  uterine  ailment,  and  there  was  no  laceration  of 
the  cervix  or  perineum. 

In  Justus  Wigand's  beautifully  illustrated  work  on  the 
deformities  of  the  pelvis,  no  mention  is  made  of  such  a 
pendulous  or  anteverted  uterus. 

In  Velpeau's  case  nearly  allied  to  my  first  case,  Cesarean 
section  was  performed  ;  the  patient,  however,  died. 

In  the  case  here  reported  there  was  no  deformity  of  the 
anterior  diameter  of  the  superior  strait,  or  separation  of  the 
recti  muscles.  I  am  inclined  to  believe  that  the  deformity 
was  brought  about  through  the  relaxation  of  the  abdominal 
muscles  following  her  former  confinement.  It  is  almost  a 
counterfeit  presentment  of  a  similar  case  illustrated  in 
Kennedy's  work  on  obstetrical  auscultation. 


Q'^.^u./L..rA.  Si 


MEMOIR  OF  EDMUND   RANDOLPH   PEASLEE, 
M.  D.,  LL.  D. 

BY  FORDYCE  BARKER,  M.  D.,  LL.  D., 

New  York. 

Our  present  session  is  saddened  by  the  death  of  one  whom 
this  Society  by  a  unanimous  vote,  at  its  last  Annual  Meet- 
ing, in  1877,  ^"^^  elected  as  its  President,  and  of  another 
who  was  chosen  at  the  time  of  its  organization  as  first  Vice- 
President,  which  office  he  held  for  two  years,  and  who,  at 
the  time  of  his  death,  was  senior  member  of  the  Council. 
Both  were  conspicuously  known  to  the  profession  at  home 
and  abroad  as  gynecologists,  chiefly  so  by  their  success  as 
ovariotomists,  and  by  the  valuable  treatises  which  they  re- 
spectively had  written  on  ovarian  tumors.  It  is  my  mourn- 
ful duty  to  record  in  the  Transactions  of  this  Society  a  brief 
memoir  of  our  late  President,  as  a  tribute  due  to  his  per- 
sonal character  and  professional  eminence. 

Edmund  Randolph  Peaslee  was  born  in  Newton,  on  the 
22d  of  January,  18 14.  He  entered  Dartmouth  College  in 
1832,  and  graduated  in  1836,  at  the  head  of  his  class,  divid- 
ing the  honors  with  Samuel  C.  Bartlett,  the  present  presi- 
dent of  the  college.  For  one  year  after  graduation,  he  was 
the  principal  of  the  academy  at  Lebanon,  New  Hampshire. 
He  was  then  appointed,  at  the  beginning  of  the  college 
year  in  1837,  tutor  in  Dartmouth  College,  which  position 
he  held  for  two  years,  at  the  same  time  studying  medicine 
with  Dr.  Noah  Worcester,  a  resident  physician  of  Hanover, 
N.  H.  In  1839  lis  received  the  degree  of  A.  M.,  and  the 
same  year  he  attended  his  first  course  of  lectures  in  the 
Dartmouth  Medical  College,  following  this  course  with 
another  at  the  Yale  Medical  College,  where  he  was  a  pu- 
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pil  of  the  late  Dr.  Jonathan  Knight,  Professor  of  Surgery, 
and  received  his  degree  of  M.  D.  in  January,   1840.     He 
then  went  to  Europe,  intending  to  study  in  the  hospitals 
abroad  for  two  years.     Before  he  had  passed  a  year  in  Paris, 
he  was  elected  to  the  Chair  of  Anatomy  and  Physiology  at 
Dartmouth  Medical    College,  as  successor   to    Dr.   Oliver 
Wendell  Holmes.     He  filled  this  chair  at  Dartmouth  until 
1 87 1,  when  he  resigned  and  was  elected  to  that  of  Gyne- 
cology, which  he  still  held  at  the  time  of  his  death.     In 
1843  he  was  appointed  Professor  of  Anatomy  and  Surgery 
in  the  Medical  School  of  Maine,  Bowdoin  College,  and  was 
professor  of  these  two  branches  from  this  time  until  1857, 
when  he  gave  up  anatomy,  but  continued  to  act  as  Profes- 
sor of  Surgery  until  i860.     In  the  New  York  Medical  Col- 
lege he  held  the  Chair  of  Physiology  and  Pathology  from 
185 1  to  1858,  when  he  was  transferred  to  the  Chair  of  Ob- 
stetrics and   Diseases   of    Women,  which  he  resigned   in 
1 86 1.     He  lectured  on  diseases  of  women  at  the  Albany 
Medical  College  from  1872  to  1874,  when  he  accepted  the 
professorship  of  Gynecology  in  the  Bellevue  Hospital  Med- 
ical College,  where  he  continued  to  lecture  until  prevented 
by  his  last  illness.     It  is  worthy  of  mention,  that  in  his  long 
career  of  thirty-seven  years  as  a  professor  in  different  med- 
ical colleges  he  never  was  compelled  by  illness  to  give  up 
a  lecture  until  the  Friday  before  his  death.     He  was  one  of 
the  surgeons  of  "The  Woman's  Hospital  of  the  State  of 
New  York  "  from  its  reorganization  in  1 872  until  his  death. 
It  is  a  significant  measure  of  the  esteem  in  which  he  was 
held  by  his  medical  brethren,  that  he  had  been  honored,  at 
different  periods  of  his  life,  by  his  election  as  President  of 
the  State  Medical  Society  of  New  Hampshire,  the  Medical 
Society  of  the  County  of  New  York,  the  New  York  Patho- 
logical Society,   the   New  York    Obstetrical   Society,  the 
New  York  Academy  of  Medicine,  and  by  our  Society,  and 
that  he  was  also  Corresponding  Fellow  of  the  Obstetrical 
Society  of  Berlin,  and  Honorary  Fellow  of  the  Obstetrical 
Societies  of  London,  Boston,  and  Louisville.     In   1859  ^^^ 
Alma  Mater  conferred  upon  him  the  honorary  degree  of 
LL.  D. 
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From  an  early  period  of  his  professional  life,  Peaslee  was 
an  active  contributor  to  medical  literature.  Elaborate  and 
valuable  articles,  every  one  of  which  possessed  high  merit 
as  scientific  and  practical  papers,  were  published  from  time 
to  time  in  the  "American  Journal  of  the  Medical  Sciences," 
the  "  American  Medical  Monthly,"  the  "  New  York  Medical 
Journal,"  the  "  Medical  and  Surgical  Reporter,"  and  the 
"  Medical  Record."  It  is  not  necessary  on  the  present  oc- 
casion, and  it  would  occupy  too  much  space,  to  give  a  list  of 
the  titles  of  these  papers,  and  I  will,  therefore,  only  refer  to 
a  few  of  the  most  notable  of  them.  His  first  paper  on 
ovariotomy  was  published  in  the  "  American  Journal  of 
the  Medical  Sciences"  in  April,  185 1,  his  first  case  of 
ovariotomy  having  been  performed  in  June,  1850,  and  his 
second  in  September  of  the  same  year.  The  latter  was  a 
case  of  double  ovariotomy,  the  first  in  New  England  and 
the  second  in  this  country.  It  was  also  the  first  successful 
case  of  ovariotomy  in  New  England  by  the  large  abdomi- 
nal section.  He  next  read  a  paper  before  the  New  York 
Academy  of  Medicine,  in  March,  1864,  "On  Ovarian  Tu- 
mors and  their  Treatment —  except  Ovariotomy."  In  June 
of  the  same  year  he  read  another  paper  before  the  Academy 
on  ovariotomy.  In  January,  1865,  he  published  a  "Mono- 
graph on  Ovariotomy,"  giving  the  statistics  of  one  hundred 
and  fifty  cases  of  ovariotomy,  in  continuation  of  those  by  Mr. 
J.  Clay,  of  Birmingham,  England,  and  comparing  all  the 
reported  cases  for  the  years  1 861-1864,  inclusive.  In  May, 
1867,  he  read  a  paper  before  the  New  York  Medical  Jour- 
nal Association,  on  "  Ovariotomy,  when  and  how  to  Operate, 
and  its  After -Treatment,"  published  first  in  the  "  Medical 
and  Surgical  Reporter"  of  Philadelphia.  In  1870  he  pub- 
lished in  the  "  American  Journal  of  Obstetrics  "  an  article 
on  "  Injections  into  the  Peritoneal  Cavity  after  Ovariotomy." 

I  have  in  my  possession  a  presentation  copy  of  "  Necro- 
scopic  Tables  for  Post-mortem  Examinations,"  a  volume 
of  quarto  size,  which  in  its  fullness  and  completeness  of 
detail,  is,  I  think,  quite  equal  to  that  recently  published  by 
Virchow.     It  contains  many  pages  of  detail,  with  blanks  to 
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be  filled  up  while  making  the  autopsy.  I  am  not  certain 
that  this  work  was  published,  but  it  was  printed  in  185 1,  and 
is,  I  believe,  his  first  work.  I  have  often  thought  it  would 
be  an  invaluable  book  for  a  large  class  of  medical  men,  who 
have  but  few  opportunities  for  making  such  examinations. 

In  1854  he  published  a  work  on  "Human  Histology,"  the 
first  book  on  this  subject  in  the  English  language.  His  great 
work,  which  will  be  an  imperishable  monument  to  his  name, 
"  On  Ovarian  Tumors,"  was  published  by  D.  Appleton  &  Co. 
in  1872,  and  was  dedicated  "To  the  memory  of  Ephraim 
McDowell,  M.  D.,  the  father  of  ovariotomy,  and  to  Thomas 
Spencer  Wells,  Esq.,  the  greatest  of  ovariotomists."  Dur- 
ing this  year  two  other  works  on  the  same  subject  were 
published,  one  by  Spencer  Wells,  in  London,  and  the  other 
by  Dr.  Washington  L.  Atlee,  of  Philadelphia.  It  is  very 
rare  that  an  author  is  subjected  to  the  ordeal  of  such  con- 
temporaneous comparison  of  his  relative  merits.  It  is  not 
my  province  at  the  present  time  to  contrast  the  value  of 
their  respective  works  ;  but  I  may  give  utterance  to  the  uni- 
versal judgment  of  those  competent  to  express  an  opinion 
on  the  subject,  that  no  work  has  ever  been  published  in  this 
country,  on  any  special  subject  of  medical  science,  of  higher 
merit  than  his,  as  regards  its  plan  of  arrangement,  its  ar- 
tistic excellence  of  execution,  its  literary  finish,  its  learned, 
impartial,  historical  research,  its  soundness  in  pathology,  its 
keen  analytical  teaching  of  diagnosis,  its  wise,  prudent,  prac- 
tical, and  thorough  directions  as  regards  treatment  both  in 
the  medical  and  surgical  aspects  of  the  subject,  —  and  I 
must  add  one  other  excellence,  unfortunately  rather  rare 
with  authors,  its  thoroughly  conscientious  and  just  appre- 
ciation of  the  labors  of  all  others  in  the  field. 

I  must  content  myself  with  this  rapid  sketch  of  Peaslee 
as  a  teacher  and  an  author.  Of  his  personal  traits  of  char- 
acter, I  will  allude  to  a  few,  which  were  most  marked  and 
individual.  I  will  emphasize  one  as  very  prominent, —  and  I 
intend  this  allusion  as  a  reproach  to  some  of  the  profession 
who  neglect  their  duty  in  this  respect,  and  may  well  learn  a 
lesson  from  Peaslee.     He  fully  recognized,  and  was  most 


FORDYCE  BARKER.  369 

conscientious  in  the  performance  of,  his  duties  to  the  profes- 
sion, in  that  he  thoroughly  appreciated  the  importance  of 
medical  societies  as  a  means  of  exciting  ambition  in  its 
younger  members,  of  stimulating  mental  activity,  of  com- 
paring views  and  sifting  out  truth  from  error,  of  developing 
honest,  useful  work  that  would  otherwise  be  neglected,  and 
of  preserving  the  esprit  dii  corps,  and  cultivating  the  social 
amenities  which  make  the  profession  a  self-respecting  guild. 
No  one  among  us  was  a  more  uniformly  regular  attendant 
at  the  meetings  of  the  different  societies  to  which  he  be- 
longed. No  one  was  more  indefatigable  in  doing  his  share 
of  work,  and  doing  it  well.  His  figure  must  come  up 
vividly  before  us,  as  he  appeared  at  medical  meetings  :  his 
purely  white  hair ;  his  extremely  pale  face,  partly  shaded 
by  one  hand ;  his  closed  eyes  while  listening  to  the  reading 
of  papers  or  discussions,  until  his  tall,  thin  figure  rose,  his 
eyes  opened  with  a  remarkable  flash,  which  at  once  riveted 
attention  and  excited  expectation,  and  with  his  sweet  but 
low  toned  voice  he  began  at  once  to  speak  directly  to  the 
point.  He  always  spoke  pertinently  and  suggestively,  often 
critically,  and  he  made  every  one  think,  whether  his  views 
commanded  assent  or  dissent.  There  was  something  in  his 
appearance  which  always  commanded  attention. 

He  had  great  capacity  for  continued  work  and  wonderful 
endurance,  yet  his  physical  organization  did  not  indicate 
this  quality.  In  a  letter  which  I  recently  received  from 
Oliver  Wendell  Holmes,  he  incidently  alludes  to  the  death 
of  Peaslee  in  the  following  words  :  "  Peaslee's  loss  must  be 
very  much  felt  in  town  and  country.  He  succeeded  me  as 
Professor  of  Anatomy  and  Physiology  at  Dartmouth  in 
1841.  He  looked  then  as  if  his  circulating  capital  might 
be  a  hundred  or  two  red  globules,  with  twice  as  many 
white  ones  in  half  a  pint  of  serum,  yet  he  outlived  scores  of 
prize-fighters,  and  looked  better  when  I  saw  him  some 
months  ago  than  as  I  remembered  him  then." 

No  one  quality  in  his  moral  traits  was  more  conspicuous 
than  his  thorough  honesty  and  unswerving  truthfulness. 
He  had  the  courage  of  his  opinions,  and  was  uncompromis- 
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ing  and  pertinacious  in  his  insistence  of  them,  whether  in 
abstract  ideas  of  science  or  morals,  or  in  questions  of  ex- 
pediency or  policy,  but  in  his  later  years  I  had  observed  a 
growing  change  of  a  larger  tolerance,  and  a  more  cheerful, 
charitable  judgment.  He  had  learned  to  accept  the  fact 
that  there  might  be  two  ways  of  thinking  or  acting,  equally 
honest,  and  equally  efficient.  He  was  pure  in  his  morals, 
a  consistent  member  of  the  Madison  Avenue  Presbyterian 
Church.  In  his  personal  habits  he  was  prudent  and  thrifty, 
and  I  may  add  he  was  successful  in  acquiring  an  abun- 
dant competence. 

Dr.  Peaslee  was  actively  engaged  in  his  professional 
practice  until  January  15,  when  the  first  symptoms  of  his 
last  illness  appeared.  The  week  before  this  attack  he  had 
been  summoned  to  the  northern  part  of  the  state  to  per- 
form the  operation  of  ovariotomy.  In  order  to  fulfill  other 
engagements,  he  rode  by  rail  the  whole  of  one  night,  per- 
formed the  operation  the  following  day,  and  returned  the 
same  night,  having  no  rest  for  thirty-six  hours.  On  the 
day  of  his  attack  he  had  visited  a  patient  in  New  Jersey. 
From  his  friend  and  partner.  Dr.  J.  E.  Janvrin,  who  at- 
tended him,  and  Dr.  Austin  Flint,  who  saw  him  several 
times  in  consultation  with  Dr.  Janvrin,  I  am  able  to  give 
the  leading  points  of  his  last  illness.  He  went  to  bed  on 
the  evening  of  Tuesday,  January  15,  complaining  of  fatigue 
and  exhaustion,  and  saying  that  he  felt  very  ill.  The 
symptoms  of  pneumonia  did  not  appear  for  two  days,  and 
they  were  not  ushered  in  by  a  chill.  On  Friday  his  pulse 
was  about  80,  and  his  temperature  taken  in  the  mouth  was 
102°.  The  pneumonia  developed  in  the  lower  lobe  of  the 
left  lung,  and  was  attended  with  an  unusual  degree  of  pain 
on  this  side  near  the  diaphragm.  He  said  to  me  on  this 
day,  as  owing  to  absence  from  the  city  I  did  not  see  him 
until  Friday,  that  he  "  never  before  had  any  conception  of 
vvhat  suffering  was  from  internal  pain."  As  Dr.  Janvrin  re- 
marked, "  his  system  tolerated  pain  very  badly."  But  his 
pulse  was  generally  about  80,  and  his  temperature  about 
101°,  and  all  his  symptoms  continued  favorable,  with  the 


FORDYCE  BARKER.  37 1 

exception  of  evidences  of  constitutional  depression.  He 
took  nutrition  and  stimulants  freely  until  Sunday  night, 
when  at  midnight  Dr.  Janvrin  found  that  his  pulse  had  in- 
creased in  frequency,  his  general  condition  was  worse,  and 
the  signs  of  pneumonia  had  extended  to  the  upper  lobe  of 
the  lung.  On  Monday  morning  his  pulse  was  120,  and 
extremely  feeble,  and  he  complained  of  a  sense  of  the  want 
of  air.  He  took  very  little  notice  of  those  around,  his  artic- 
ulation was  indistinct,  and  he  died  at  noon  on  Monday,  Jan- 
uary 21,  the  day  preceding  his  sixty-fourth  birthday. 

His  funeral  took  place  at  the  Madison  Avenue  Presbyte- 
rian Church,  on  Thursday,  January  24,  when  his  physicians, 
Drs.  Janvrin  and  Flint,  and  two  representatives  each,  from 
his  colleagues  in  the  Bellevue  Hospital  College,  the  Wom- 
an's Hospital,  the  Academy  of  Medicine,  and  the  New 
York  County  Medical  Society,  acted  as  pall  bearers.  Drs. 
Henry  I.  Bowditch,  of  Boston,  as  late  President  of  the 
American  Medical  Association,  and  Drs.  Chadwick  and 
Bixby,  representing  the  Boston  membership  of  the  Ameri- 
can Gynecological  Society,  came  on  from  Boston  expressly 
to  attend  the  last  sad  offices  for  our  departed  brother.  I 
may  also  add  that  I  received  telegrams  from  members  of 
the  American  Gynecological  Society  in  other  parts  of  the 
country,  expressing  great  regret  that  they  were  unable  to  be 
present. 

The  church  was  filled  with  members  of  the  profession, 
medical  students,  and  his  numerous  personal  friends. 

Peaslee  still  lives  in  his  works,  and  his  memory  will  be 
affectionately  and  reverently  cherished  in  our  hearts. 
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The  career  of  a  self-made  man,  whose  skill,  industry, 
and  determination  have  been  crowned  by  eminent  position, 
is  always  worthy  of  recital,  to  stimulate  the  ysing  genera- 
tion to  an  imitation  of  his  virtues.  When  this  career  is  at 
the  same  time  that  of  a  physician  who  has  bravely  battled 
with  professional  prejudice  to  advance  medical  science,  and 
who  has  contributed  greatly  to  ease  of  management  and 
certainty  of  results  in  the  most  difficult  and  doubtful  realms 
of  surgery,  a  rapid  sketch  of  the  leading  incidents  of  his 
life  and  the  traits  of  his  character  cannot  f^il  to  interest 
his  professional  brethren.  It  is  the  mournful  duty  of  the 
writer,  with  the  reverence  due  to  his  teacher  in  medicine, 
and  with  the  affection  cemented  by  a  still  closer  tie,  faith- 
fully, if  imperfectly,  to  attempt  this  delineation. 

Dr.  Washington  Lemuel  Atlee  was  born  at  Lancas- 
ter, Penn.,  February  22,  1808.  He  was  a  descendant  of  an 
old  English  family.  "The  Atlees,"  says  a  recent  writer, 
*'  reached  distinction  very  early  in  the  history  of  England. 
Contemporaneous  with  Richard  Coeur  de  Lion  was  Sir  Rich- 
ard Atte  Lee,  who  appears  conspicuously  in  the  ballads  of 
Robin  Hood,  and  who  is  represented  in  the  "  Lytell  Geste  " 
as  saying,  — 

" '  An  hondreth  wynter  here  before 
Myne  Aunsetters  Knyghtes  have  be.' 

Antiquarians  mention  others  of  the  name  who  lived  later, 
and  were  of  almost  equal  note."^ 

^  Pennsylvania  Magazine  of  History  and  Biography,  vol.  ii.,  No.  I, 
1878. 
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But  to  come  nearer  to  our  own  time  we  find  that  "  Wil- 
liam Atlee,  of  Ford-Hooke  House,  England,  married,  against 
the  wishes  of  his  family,  Jane  Alcock,  a  cousin  of  William 
Pitt,  and  being,  perhaps  for  that  reason,  thrown  upon  his 
own  resources,  obtained,  through  the  assistance  of  Pitt,  a 
position  as  secretary  to  Lord  Howe.  He  came  with  Howe 
to  America,  landing  in  Philadelphia,  in  July,  1734."  ^ 

His  son,  the  Hon.  William  Augustus  Atlee,  was  an  ac- 
tive Whig  during  the  Revolutionary  War,  and  was  one  of 
the  judges  of  the  Supreme  Court  of  Pennsylvania.  His 
term  extended  from  i  "jyj  until  the  estabhshment  of  a  new 
court  comprising  the  counties  of  Chester,  Lancaster,  York, 
and  Dauphin,  of  which  he  was  made  President  Judge, 
August  17,  1 79 1,  which  position  he  filled  until  his  death 
in  1793. 

He  left  several  children,  amongst  whom  was  William 
Pitt  Atlee,  Esq.,  a  lawyer,  who  married  Miss  Light,  the 
daughter  of  Major  John  Light,  an  officer  in  the  Revolution- 
ary army.  They  had  six  children,  of  whom  the  subject  of 
this  memoir  was  the  youngest.  When  he  had  reached  the 
age  of  seven  years  his  father  died,  leaving  him  under  the 
care  of  his  grandparents.  While  with  them,  he  continued 
at  school  pursuing  the  ordinary  English  studies  until  he  was 
fourteen  years  old,  when,  contrary  to  his  own  wishes,  he  was 
placed  in  a  dry-goods  and  grocery  store. 

His  dissatisfaction  with  a  commercial  life  increased  with 
time,  but  he  bore  with  it  for  fifteen  months,  when,  unwilling 
longer  to  remain  in  a  business  for  which  he  had  no  liking, 
he  determined  to  leave  it,  and  emphasized  his  resolve  by 
springing  over  the  counter,  and,  going  directly  to  his  oldest 
brother.  Dr.  John  Light  Atlee,  now  one  of  our  Honorary 
Fellows,  announced  his  wish  to  study  medicine. 

Seeing  that  he  was  thoroughly  in  earnest,  his  brother 
agreed  to  aid  him,  made  him  a  member  of  his  family,  and 
directed  him  in  his  studies.  Thus  encouraged  he  worked 
with  ardor,  and  with  the  aid  of  tutors  supplied  the  defic- 

^  Pennsylvania  Magazine  of  History  and  Biography,  vol.  ii.,  No.  I, 
1878. 
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iency  of  an  early  classical  training,  studying  at  the  same 
time  French,  German,  philosophy,  and  the  natural  sciences. 

He  entered  the  Jefferson  Medical  College  in  the  winter 
of  1826-27,  where  his  industry  and  talents  attracted  the 
attention  of  Dr.  George  McClellan,  the  Professor  of  Sur- 
gery, who  invited  him  to  become  his  private  pupil.  Here 
"  he  formed  one  of  a  class  of  fourteen  or  fifteen  pupils,  most 
of  them  remarkable  for  their  intellectual  powers,  refinement, 
and  high  promise.  Of  that  band,"  says  Professor  Gross 
"  —  of  whom  not  more  than  three  remain — Atlee  was  one 
of  the  most  conspicuous ;  tall,  erect,  and  handsome  in  per- 
son, he  was  remarkably  neat  in  his  appearance,  and  pos- 
sessed of  an  amount  of  industry,  intelligence,  and  ambition, 
which  foreshadowed  his  future  success.  Young  as  he  was, 
it  was  apparent  that  he  had  a  highly  inquisitive  mind,  that 
he  was  constantly  in  search  of  new  truths,  and  that  he  was 
determined  to  attain  to  distinction  in  his  profession."  The 
influence  of  Dr.  McClellan  on  such  an  ardent  young  man 
was  unbounded,  and  can  be  easily  understood  when  we  read 
what  Professor  Gross,  a  fellow  student  with  Atlee,  says  of 
him, 

"  I  well  remember  my  first  interview  with  him,  the  cor- 
dial pressure  of  his  hand,  his  kind  manner,  and  the  warm 
interest  he  manifested  in  my  welfare.  There  was  a  mag- 
netism about  him  that  put  me  at  once  at  my  ease,  and  made 
me  feel  at  home  in  his  presence."  "  McClellan,  as  the  name 
would  seem  to  imply,  was  of  Scotch  descent,  with  a  con- 
siderable amount  of  Yankee  infusion.  To  this  blending  of 
nationalities  he  no  doubt  owed  the  great  dominant  elements 
of  his  character  ;  his  ardent  temperament,  his  wonderful  en- 
thusiasm, his  untiring  energy,  his  thirst  for  knowledge,  his 
dauntless  courage,  his  unceasing  restlessness,  and  his  bound- 
less ambition.  The  word  failure  found  no  place  in  his  vo- 
cabulary." ^ 

It  is  not  surprising  that  such  a  man  had  a  wonderful  in- 
fluence on  his  students.     Even  in  1874,  Dr.  Atlee  writes 

^  An  Address  to  the  Alumni  Association  of  the  Jefferson  Medical 
College,  by  S.  D.  Gross,  M.  D.,  LL.  D.,  etc.,  March  11,  1871. 
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of  him  as  one  "  whose  memory  is  sacred  in  the  hearts  ot 
his  surviving  pupils." 

Stimulated  by  the  example  and  guided  by  the  counsels 
of  this  great  teacher,  the  efforts  of  young  Atlee  were  re- 
doubled, and  on  his  return  to  Lancaster  to  enjoy  his  sum- 
mer vacation,  he  at  once  engaged  in  practice  amongst  the 
poor,  almost  living  in  the  Lancaster  County  Hospital.  His 
efiforts  were  so  successful,  and  he  became  so  popular,  that, 
before  he  received  his  degree,  he  had  attended  forty  cases 
of  obstetrics.  Of  all  these  cases,  and  in  fact  of  all  cases 
which  appeared  important  to  him,  he  kept  copious  notes, 
and  frequently  completed  the  notes  by  criticising  the  treat- 
ment. This  habit  of  keeping  notes  of  his  cases,  he  con- 
tinued until  within  a  few  weeks  of  his  death,  a  habit  which 
cannot  be  too  highly  commended  to  young  practitioners. 

His  connection  with  the  hospital  gave  him  abundant  op- 
portunity to  study  practical  anatomy,  of  which  he  was  very 
fond,  and  much  of  his  leisure  was  occupied  in  dissection,  in 
the  failure  of  a  supply  of  human  bodies  resorting  to  those  of 
animals.  Nor  did  these  engagements  fully  occupy  his  time, 
for,  "during  the  summer  of  1827-28,  he  actively  pursued 
the  study  of  botany,  and  was  a  correspondent  of  Dr.  Wil- 
liam P.  C.  Barton,  then  Professor  of  Materia  Medica  and 
Botany  in  the  Jefferson  Medical  College.  He  collected 
about  four  hundred  specimens  of  Lancaster  County  plants 
into  an  herbarium,  accompanied  with  a  written  description 
of  each  plant,  which  collection  he  subsequently  presented  to 
the  Linnean  Society  of  Pennsylvania  College,  at  Gettys- 
burg, Penn."^ 

Continuing  these  industrious  habits,  he  returned  to  Phil- 
adelphia, attended  another  course  of  lectures,  and  grad- 
uated in  the  spring  of  1829.  The  subject  of  his  thesis 
was  "  Parotitis  Gangrenosa,"  an  original  title,  the  case  de- 
scribed in  it  having  occurred  in  his  own  practice.  Inde- 
pendent in  spirit.  Dr.  Atlee,  in  entering  upon  his  career, 
felt  a  manly  pleasure  in  relying  upon  his  own  exertions.    It 

1  Biographical  Sketch  of  Washington  L.  Atlee,  M.  D.,  by  J.  M. 
Toner,  M.  D.,  of  Washington,  D.  C. 
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was  this  spirit  which  led  him  to  repay  with  interest,  as  his 
practice  increased,  all  the  expenses  of  his  education.  To 
accomplish  this  he  felt  the  importance  of  speedily  acquir- 
ing a  remunerative  practice,  and  believing  a  small  town  to 
promise  the  most  rapid  advance  in  the  earlier  years  of  pro- 
fessional life,  he  selected  Mount  Joy  as  a  suitable  place  for 
his  first  settlement. 

Mount  Joy  was  at  that  time  a  small  village,  about  twelve 
miles  from  Lancaster.  Here  he  continued  to  fit  himself  by 
study  for  a  larger  field,  and  evinced  that  public  spirit  for 
which  he  was  always  noted,  by  originating  a  temperance 
society,  and  a  lyceum.  Before  the  society  he  delivered  a 
lecture  on  temperance,  which  was  so  well  received  that  it 
was  published.  He  also  delivered  a  course  of  lectures  on 
botany,  and  some  lectures  on  the  falling  stars  of  November, 
1833,  besides  reading  many  miscellaneous  papers  before  the 
lyceum. 

Of  course,  his  practice  at  first  was  small,  but  it  soon  in- 
creased, and,  his  reputation  spreading  widely,  he  was  sum- 
moned long  distances  into  the  country  in  surgical  cases. 
An  account  of  one  of  the  first  of  these  will  illustrate  his 
readiness  in  an  emergency  even  at  that  early  date.  A  mes- 
senger on  horseback  came  for  him  in  extreme  haste  to  see 
a  boy  who  had  been  gored  by  a  furious  cow  which  had 
just  calved.  Placing  his  instruments  and  plaster  in  his 
pocket  he  sprang  up  behind  the  rider,  and  was  soon  car- 
ried to  the  scene  of  the  trouble. 

He  found  the  abdominal  muscles  frighfully  gashed,  but 
the  semi-transparent  peritoneum,  showing  the  bowel  like  a 
glass  in  front,  unwounded.  Placing  his  hand  in  his  pocket, 
to  his  dismay  he  found  that  in  the  rapid  ride  he  had  lost  his 
instruments.  He  was  equal  to  the  occasion,  however,  and 
by  means  of  the  plaster  he  succeeded  in  dressing  the 
wound,  his  patient  making  a  good  recovery. 

While  at  Mount  Joy,  he  was  married  to  a  lady  to  whom 
he  had  been  long  attached,  Miss  A.  E.  Hoff,  daughter  of 
John  Hoff,  Esq.,  of  Lancaster.  The  union  proved  exceed- 
mgly  happy,  and  ten  children  were  born  to  them,  six  of 
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whom  survive  their  father,  Mrs.  Atlee  having  died  eight 
years  before  her  husband. 

In  the  autumn  of  1834  he  removed  to  his  native  city,  and 
was  soon  elected  to  the  staff  of  the  Lancaster  County  Hos- 
pital. In  1837,  he  was  appointed  Treasurer  to  the  Com- 
missioners of  Lancaster  County.  He  continued  energeti- 
cally at  work,  and  was  rewarded  by  a  large  practice.  But 
while  attending  to  other  duties  he  did  not  neglect  the  study 
of  the  higher  departments  of  his  profession.  The  series 
of  experiments,  successfully  made  at  his  suggestion,  upon 
the  body  of  Moselmann,  who  was  executed  for  murder,  at 
the  time  attracted  considerable  attention.  The  influence 
of  electricity  upon  the  human  body  was  then  comparatively 
unknown,  and  the  experiments  were  viewed  with  so  great 
interest,  that  some  of  the  leading  physicians  of  Philadelphia 
came  to  witness  them,  although  the  journey  from  Philadel- 
phia was,  at  that  day,  a  tedious  one.  These  experiments 
were  published  in  the  "  American  Journal  of  the  Medical 
Sciences"  for  May,  1840. 

"  He  was  also  active  in  cfriginating  an  association  called 
the  '  Lancaster  Conservatory  of  Arts  and  Sciences,'  before 
which  he  gave  a  course  of  lectures  on  hygiene,  besides 
other  scientific  and  miscellaneous  lectures."  Nor  was  he 
less  active  in  assisting  to  establish  the  Lancaster  County 
Medical  Society.  Soon  after  his  return  to  Lancaster,  he 
gave  a  regular  course  of  lectures  on  chemistry  to  private 
classes.  This  he  continued  for  several  years,  and  also  de- 
livered one  public  course  before  the  Mechanic's  Institute  of 
that  place. 

These  efforts  estabHshed  his  reputation  as  a  lecturer  on 
chemistry,  and  led  to  his  receiving  an  invitation,  in  1 844,  to 
fill  the  chair  of  Medical  Chemistry  in  the  Medical  Depart- 
ment of  Pennsylvania  College,  at  Philadelphia.  This  he 
accepted  temporarily,  and  lectured  there  the  following  ses- 
sion, after  which  he  returned  to  Lancaster  and  resumed  his 
practice  ;  but  in  the  fall  of  1845  he  fully  accepted  the  posi- 
tion, and  removed  his  family  to  Philadelphia,  which  from 
that  time  he  made  his  permanent  residence.     His  lectures 
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proved  very  acceptable  to  his  class  ;  for  he  was  amongst 
the  first  to  abandon  the  old  routine  course  of  lecturing,  and 
by  excluding  that  portion  of  chemistry  which  had  no  direct 
bearing  on  the  science  of  medicine,  he  made  apparent  the 
practical  use  of  this  branch  to  the  medical  student. 

His  practice,  which  was  then  general,  increased  very  rap- 
idly, and  occupied  so  much  of  his  time  that  he  found  it 
extremely  burdensome  to  continue  his  lectures,  but  he  did 
not  sever  his  connection  with  the  college  until  the  spring 
of  1852,  when  he  resigned  his  professorship,  and  devoted 
himself  almost  exclusively  to  surgical  and  gynecological 
practice. 

Surgery  had  always  been  his  favorite  pursuit,  and  when 
he  accepted  the  chair  of  chemistry,  it  was  with  the  under- 
standing that  he  should  ultimately  be  transferred  to  that  of 
surgery,  but  some  inexplicable  policy  had  continued  to  post- 
pone the  change.  Now  he  was  free  to  pursue  his  course 
untrammeled  by  a  position  which,  for  a  long  time,  he  had 
felt  was  incompatible  with  the  reputation  which  he  had  es- 
tablished as  a  surgeon. 

While  still  in  Lancaster  he  was  known  as  a  skillful  and 
courageous  operator,  and  the  publication  of  some  of  his 
cases  in  the  "  American  Journal  of  the  Medical  Sciences," 
had  also  introduced  him  favorably  to  the  medical  public ; 
but,  before  leaving  that  city,  he  performed  and  published 
two  operations  which  fixed  the  eye  of  the  profession  upon 
him  as  a  dangerous  innovator,  as  a  man  who  had  been  per- 
forming an  operation  which  had  been  previously  under- 
taken, and  had  proved  so  unsuccessful  that  it  had  been 
condemned  even  by  some  of  those  who  had  practised  it  — 
ovariotomy. 

Besides,  there  was  a  cloud  of  doubt  and  distrust  which 
hung  over  the  early  history  of  this  operation,  which  had 
not  then  been  cleared  away,  and  further  it  had  been  at- 
tempted but  by  few  men  of  note,  most  of  whom,  after  a 
brief  trial,  had  abandoned  it,  both  on  account  of  its  fatality, 
and  the  difficulty  attending  the  diagnosis.  In  fact  ovari- 
otomy was   an  operation   universally  denounced,    and  he 
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must  ^e  a  brave  and  determined  man  who  should  dare  at- 
tempt to  establish  its  legitimacy.  This  he  proposed  to  do, 
his  early  experience  having  led  him  to  believe  it  a  justifi- 
able measure. 

To  show  how  carefully  and  conscientiously  he  prepared 
himself  for  the  difficult  task  before  him,  and  also  to  show 
how  great  was  the  odium  brought  upon  him  by  its  perform- 
ance, his  own  words  must  be  quoted.  After  claiming  for 
Ephraim  McDowell  the  honor  of  being  the  first  to  perform 
ovariotomy,  he  proceeds  ^ :  — 

"On  the  29th  of  June,  1843,'^  my  brother  performed  ovari- 
otomy on  an  unmarried  lady,  aged  25  years.  This  was  the  first 
time  that  both  ovaries  were  removed.  The  patient  is  still  living 
and  in  excellent  health.  Being  associated  with  him  in  the  case, 
I  commenced  studying  the  literature  of  the  operation,  and  soon 
realized  the  bold  and  important  step  taken  thirty-four  years  be- 
fore by  McDowell  of  Kentucky. 

"Living  at  that  time  in  the  city  of  Lancaster,  I  ransacked 
every  library  in  the  place.  After  this  I  visited  Philadelphia, 
gained  access  to  several  of  its  large  medical  libraries,  and  spent 
considerable  time  in  collecting  and  collating  all  that  had  any 
bearing  upon  the  subject  of  ovariotomy.  I  believe  that  every- 
thing that  had  ever  been  reported  was  thoroughly  gleaned  from 
every  part  of  the  world.  The  result  of  this  great  labor  was  the 
publication  of  one  hundred  and  one  operations  in  '  The  Amer- 
ican Journal  of  the  Medical  Sciences,'  April,  1845,  page  330. 
This  table  was  originally  prepared  for  my  own  use  \  a  new  edition 
of  it,  containing  two  hundred  and  twenty-two  cases  of  ovariotomy, 
was  published  in  185 1  in  the  'Transactions  of  the  American 
Medical  Association'  for  that  year,  page  286. 

"My  first  operation  was  performed  March  29,  1844,  on  a  mar- 
ried lady  sixty-one  years  of  age.  It  proved  fatal.^  It  was  on 
the  banks  of  the  Chicquesalunga,  Lancaster  County.  In  travel- 
ing westward  on  the  Pennsylvania  Central  Railroad,  soon  after 
passing  Landisville  station,  a  small  stream  is  crossed,  on  the  op- 

1  A  Retrosj)ect  of  the  Struggles  and  Triumph  of  Ovariotomy  in 
Philadelphia,  etc.,  by  Washington  L.  Atlee,  M.  D. 

2  American  Jourtial  of  the  Medical  Sciences,  January,  1844,  p.  44. 
•  American  Journal  of  the  Medical  Sciences,  July,  1844,  p.  43. 
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posite  bank  oi  which  and  on  the  right-hand  side  stands  a  one- 
story  brick  tenement.  It  was  in  this  house,  after  many  days  and 
nights  of  intense  anxiety,  that  I  first  essayed  this  operation.  I 
can  never  pass  it  without  emotion.  It  is  the  text  for  many,  many 
thoughts.  No  one  can  know  the  mental  and  moral  conflicts  of 
that  hour,  and  I  cannot  describe  them.  In  that  humble  spot  be- 
gan the  great  battle  of  my  professional  life,  a  battle,  on  my  part, 
unsought,  yet  firmly  maintained  on  the  defensive  ;  because,  al- 
though this  effort  was  unfortunate,  I  had  weighed  the  matter  well, 
and  my  convictions  were  on  the  side  of  humanity  and  duty.  With 
the  axiom  that  truth  must  prevail,  I  determined  to  take  my  posi- 
tion." 1 

"  My  second  operation  was  performed  in  the  city  of  Lancaster, 
August  28,  1844,  on  an  unmarried  lady  twenty-four  years  of  age. 
She  recovered.  The  public  record  of  the  case  contains  these 
words :  '  I  pledge  myself  to  the  profession  to  treat  this  subject 

^  In  reporting  this  case  he  added  some  remarks  from  which  the  fol- 
lowing extracts  are  taken  to  show  the  stand  he  took  at  that  early 
day:  — 

"  I  have  given  this  unfortunate  case  in  full  detail,  in  a  conscious 
spirit  of  truth  and  candor,  because  it  is  an  unsuccessful  one.  It  is  not 
so  much  to  avoid  the  censure  of  'keeping  studiously  and  carefully 
from  the  public  eye  the  unsuccessful  cases  of  the  operation '  (Mr.  Law- 
rence), which  is  a  species  of  dishonesty  and  empiricism  deserving  un- 
qualified condemnation,  as  to  do  an  act  of  professional  duty  peremp- 
torily required  by  the  unsettled  position  of  this  operation  in  the  minds 
of  the  most  eminent  surgeons,  that  induces  me  to  its  publication.  I 
have  carefully  avoided  giving  any  color  to  the  case,  save  what  its  symp- 
toms have  expressed,  and  I  am  perfectly  willing  to  furnish  it  as  one 
of  the  numerical  arguments  against  ovariotomy.  Still,  candidly  admit- 
ting the  case  to  be  fairly  one  of  unsuccess,  notwithstanding  the  miti- 
gating circumstances  of  age,  constitution,  and  insidious  inflammation, 
I,  as  confidently  as  ever,  consider  the  operation  justifiable  in  appro- 
priate cases  of  a  disease  otherwise  desperate  and  incurable,  and  where 
it  'secures  the  only  remaining  chance  of  life.'" 

And  again  :  "  There  are  sins  of  omission  as  well  as  of  commission. 
The  good  of  our  neighbor,  and  our  professional  duty,  always  obligate 
•is  to  risk  our  reputation  in  contributing  to  the  one,  and  in  properly  ex- 
ercising the  other ;  and  if,  when  relief  can  be  afforded  in  a  horrible 
and  fatal  disease,  we  are  unwilling  to  hazard  our  fame,  or  take  respon- 
sibility in  consequence  of  danger,  then,  indeed,  we  prostitute  a  high 
and  holy  office,  fail  to  exercise  it  purely,  and  will  have  to  give  an  ac- 
count of  it  hereafter." 
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in  all  truth  and  candor  ;  to  falsify,  omit,  or  withhold  nothing ; 
and  to  write  down  errors,  if  such  there  be,  in  honesty  and  with- 
out fear  —  taking  censure  when  deserved.  In  the  decision  of  a 
matter  of  such  weight  to  humanity,  personal  sacrifices  ought  to 
be  utterly  disregarded.  If  this  operation  is  to  be  established  it 
must  be  on  correct  statements  ;  if  it  fail  on  such  testimony,  it 
fails  justly  and  forever.  But  if  its  establishment  be  attempted 
on  falsified  reports  and  withheld  facts,  then  human  life  must  fall 
a  sacrifice  to  personal  and  professional  dishonesty,  and  the  effort 
must  necessarily  die,  covered  with  a  mantle  of  human  gore.  Let 
the  question,  therefore,  be  met  as  it  ought  to  be,  -nd  its  history 
be  a  record  of  truth.'  ^  This  pledge  was  made  thirty  years  ago, 
and  has  been  faithfully  carried  out.     The  result  is  known. 

"My  third  operation  —  the  first  case  in  Philadelphia  —  was 
performed  on  the  15th  of  March,  1849.  It  was  long  before  this, 
however,  that  I  found,  uj^on  moving  to  Philadelphia,  I  had 
roused  up  a  hornet's  nest.  Ovariotomy  was  everywhere  decried. 
It  was  denounced  by  the  general  profession,  in  the  medical  so- 
cieties, in  all  the  medical  colleges,  and  even  discouraged  by  the 
majority  of  my  own  colleagues.  I  was  misrepresented  before  the 
medical  public,  and  was  pointed  at  as  a  dangerous  man,  even  as 
a  murderer.  The  opposition  went  so  far  that  a  celebrated  pro- 
fessor —  a  popular  teacher  and  captivating  writer  —  in  his  pub- 
lished lectures  invoked  the  law  to  arrest  me  in  the  performance 
of  this  operation ! 

"Let  me  refer  to  this  early  history  more  in  detail. 

"  It  is  well  known  that  from  the  earliest  period  of  ovariotomy 
in  Philadelphia  down  to  the  present  time  it  has  been  my  invaria- 
ble custom  to  invite  members  of  the  profession  to  witness  the 
operation,  in  order  that  they  might  be  able  to  form  a  proper 
opinion  of  its  character,  and  to  judge  of  its  propriety.  There 
was  not  a  prominent  medical  gentleman  in  this  city  that  had  not 
such  an  opportunity.  It  was  a  rare  circumstance,  during  the 
probationary  stage  of  the  operation,  for  any  one  to  accept  the 
invitation  cordially  and  gratefully.  Some  did  so  coldly,  as  if 
conferring  a  favor  upon  me.  Others  politely  declined.  Others 
positively  refused  and  emphatically  condemned  the  operation, 
while  others  took  the  invitation  as  an  insult.  And,  what  is 
most  remarkable,  the  strongest  opposition  came  from  those  who 
had  never  seen  the  operation,  who  would  not  consent  to  see  it, 

^  American  Jotirnal  of  the  Medical  Sciences,  April,  1845,  P-  324- 
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and  who  consequently  knew  nothing  about  it  \  while  those  who 
reluctantly  ventured  to  witness  it,  as  a  general  rule,  gradually 
modified  their  adverse  opinions,  and  finally  became  advocates 
for  it. 

"  Gentlemen  who  were  bold  enough  to  witness  the  operation, 
were  even  directly  accused  by  their  professional  acquaintances  of 
being  '  particeps  criminis '  in  committing  murder,  notwithstand- 
ing these  murdered  patients  recovered !  Some,  high  in  the  pro- 
fession, against  all  ethical  considerations,  would  call  upon  pa- 
tients, who  had  fully  decided  upon  the  operation,  for  the  purpose 
of  warning  them  against  me  and  certain  death.  The  day  be- 
fore I  operated  upon  my  first  patient  in  Philadelphia  an  eminent 
surgeon  called  upon  her  to  assure  her  that  she  would  certainly  be 
dead  in  twenty-four  hours.  Twenty-four  hours  after  the  opera- 
tion I  requested  him  to  visit  her,  and  her  condition  was  such  that 
he  would  not  believe  that  she  had  been  meddled  with  until  I  ex- 
posed the  wound.  This  lady  is  still  living  in  good  health,  and 
since  then  has  survived  two  miscarriages,  the  removal  of  an  im- 
mense tumor  from  the  neck,  and  an  operation  for  cataract  in 
both  eyes.  Another  medical  gentleman,  whose  patient  came  to 
me  against  his  positive  remonstrance,  attended  the  operation  for 
the  express  purpose  of  being  with  her  when  she  died  on  the 
operating  table.  She  did  not  die  and  still  lives,  although  both 
ovaries  were  removed ;  and  he  left  the  room  a  convert  to  ovari- 
otomy. 

"  The  colleges,  as  stated,  proclaimed  fiercely  against  the  opera- 
tion as  unjustifiable  and  criminal.  Sometimes  the  professors 
would  go  out  of  their  way  to  denounce  it.  One  eminent  sur- 
geon, now  dead,  after  the  occurrence  of  a  fatal  case  in  1851, 
opened  his  lecture  on  surgery  in  words  like  these  :  *  Gentlemen, 
it  is  my  painful  duty  to  announce  to  you  that  a  respectable  lady 
who,  a  few  days  ago,  came  from  New  York  to  this  city  with  an 
ovarian  tumor,  which  was  removed  by  Dr.  Atlee,  returned  to  that 
city. to-day  a  corpse.'  This  was  particularly  marked,  as  it  had 
no  relation  to  the  subject  of  that  lecture.  It  was  not  uncommon 
for  medical  men  to  refuse  to  meet  me  in  consultation,  for  no 
other  reason  than  my  persistence  in  performing  ovariotomy.  A 
prominent  surgeon,  then  belonging  to  the  staff  of  the  Pennsyl- 
vania Hospital,  upon  being  called  out  at  night  to  see  one  of  my 
patients,  when  I  was  sick  in  bed,  after  prescribing,  and  without 
his  having  been  solicited  to  join  in   the  treatment  of  the  case, 
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voluntarily  said  :  'Tell  Dr.  Atlee  that  I  will  not  meet  him  in  con- 
sultation, because  he  undertakes  to  perform  operations  not  recog- 
nized by  the  profession.'  Another,  in  passing  along  Arch  Street, 
opposite  my  house,  in  company  with  others,  exclaimed  :  '  There 
lives  the  greatest  quack  in  Philadelphia.'  And  yet  this  same 
gentleman  is  now  an  ovariotomist  himself.  Even  my  own  col- 
leagues, with  the  exception  of  Professor  Grant,  discountenanced 
the  operation,  and  endeavored  to  convince  me  of  my  error. 

"  Permit  me  now  to  recall  the  published  opinions  of  some  of 
the  celebrated  men  of  a  former  day.  At  the  opening  of  the  ses- 
sion of  1844-45  of  Jefiferson  Medical  College,  Professor  Thomas  D. 
Mutter,  in  his  introductory  address,  used  these  expressive  words  : 
*A  distinguished  philosopher  has  classed  man  among  the  most 
cruel  of  all  animals Certain  it  is  that  some  of  our  opera- 
tions may  be  considered  as  supporting,  to  a  limited  degree,  the 
charge  made  against  our  race  ;  and  there  is  none  in  the  whole 
domain  of  surgery  better  calculated  to  elicit,  even  among  the 
profession,  a  more  profound  sensation  of  horror,  or  better  de- 
serves the  epithet  of  cruel,  than  one  recently  introduced  into 
practice ;  and  were  we  not  convinced  that  nothing  but  a  fervent 
desire  to  relieve  a  suffering  mortal  could  induce  a  surgeon  to  un- 
dertake its  performance,  we  should  at  once  look  upon  its  author 
as  a  being  destitute  of  either  sympathy  or  compassion,  and  richly 
deserving  the  detestation  of  his  fellow-men.  The  operation  to 
which  I  refer  is  that  for  the  removal  of  ovarian  tumors.' 

"  In  1853,  Joshua  B.  Flint,  M.  D.,  of  Louisville,  Professor  of 
Surgery  in  the  Kentucky  School  of  Medicine,  presented  a  report 
on  surgery  to  the  State  Medical  Society,  in  which  he  outraged 
professional  ethics  in  his  opposition  to  ovariotomists,  and,  like 
the  unclean  bird,  defiled  his  own  nest  by  unjustly  denouncing 
McDowell. 

"  In  speaking  of  my  table,  Dr.  Flint  exclaims  :  '  It  is  remark- 
able, that  among  men  who,  according  to  this  table,  have  sought 
to  distinguish  themselves  by  this  operation,  we  do  not  find  Du- 
puytren,  nor  Delpech,  nor  Larry,  nor  Roux,  nor  any  of  their 
illustrious  contemporaries  in  France  ;  nor  the  Hunters,  the  Coop- 
ers, the  Bells,  Abernethy,  or  even  Liston,  among  British  sur- 
geons ;   nor  Physick,  nor  Post,  nor  Mott,^  nor  Dudley,  of  our 

1  Dr.  Mott,  though  his  name  was  not  on  my  table,  was  favorable  to 
me  operation,  and  assisted  his  son-in-law.  Dr.  Van  Buren,  in  a  case, 
which  was  published  in  the  New  York  Journal  of  Medicine^  March, 
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own  country,   although  it  can  scarcely  be  doubted  that  all  of 
them  had  frequent  opportunities  of  so  doing,' 

"  In  speaking  of  '  Dr.  Clay,  of  Manchester,  Dr.  Bird,  of  Lon- 
don, and  Dr.  Washington  Atlee,  of  our  own  country,'  Dr.  Flint 
says :  '  It  is  certain  that  neither  of  them  has  attained  to  the 
position  of  an  authority  in  the  commonwealth  of  surgery ;  and 
the  force  of  their  testimony  to  the  propriety  and  value  of  the 
operation  is,  moreover,  very  much  impaired  by  the  suspicious 
attitude  in  which  they  stand  to  it,  in  having  made  it  a  sort  of 
specialty,  than  which  nothing  is  more  trying  to  professional  in- 
tegrity.' Now  I  can  speak  for  myself,  and  also  for  Drs.  Clay 
and  Bird,  that  neither  of  us  was  a  specialist,  and  although  we 
had  not  attained  to  the  position  of  an  authority,  there  was  no 
stain  upon  our  'professional  integrity,'  and  that  the  cases  re- 
ported were  true  in  every  particular.  The  facts  presented  were 
offered  only  as  authority,  and  stand  this  day,  as  they  stood  then, 
on  the  foundation  of  truth,  unchallenged  and  unchangeable  by 
time. 

"  Another  distinguished  gentleman.  Professor  Meigs,  thus  em- 
phatically expressed  himself  :  '  I  detest  all  abdominal  surgery.'  ^ 
'  I  am  free  to  say,  that  I  look  upon  all  operations  for  the  extir- 
pation of  the  diseased  ovary  as  not  to  be  justified  by  the  most 
fortunate  issue  in  any  ratio  whatever  of  the  cases.'  ^  Or,  in 
other  words :  '  not  to  be  justified  by  any  amount  of  success.' ' 
Again  :  '  Dr.  Atlee's  coolness  in  cutting  open  a  woman's  belly 
does  not,  I  should  think,  entitle  him  to  judge  more  clearly  than 

I  as  to  the  morals  of  such  surgery Dr.  Atlee  likes  them ' 

[ovarian  operations] ;  '  on  the  contrary,  I  detest  them,  and 
should  be  glad  to  see  them  prevented  by  statute.'  Again, 
while  discussing  '  a  question  of  high  morals  '  before  the  young 
gentlemen  of  his  class,  Professor  Meigs  says  :  '  I  should  be  glad 
if  you  would  look  over  the  statistics  of  ovariotomy  to  discover 
how  many  bellies  have  been  ripped  up  by  the  surgeons  in  the 
expectation  of  having  the  blessed  satisfaction  and  praise  of  cur- 
ing a  tumor.  Suppose  a  surgeon  to  open  a  woman's  belly  to 
extirpate  an  ovary;  that  he  finds  no  ovary  there,  that  he  then  sews 

1852,  and  republished  in  the  Afner.  Jour,  of  Med.  Sciences,  April,  1852; 
md  must  have  been  seen  by  Dr.  Flint. 

^  Females  and  their  Diseases,  First  Edition,  1848,  p.  266. 

2  Colombat  on  Diseases  of  Females,  1849,  P-  41^- 

•  Females  and  their  Diseases,  1848,  p.  314. 
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up  the  gash  ;  and  next,  that  she  dies  ;  what  should  the  attorney- 
general  say  ? '  ^  Again  :  '  It  would  scarcely  be  unfair  to  say  of 
all  the  fatal  results  of  operation  for  extirpation  of  the  ovary 
that  the  patient  is  compelled  to  render  her  soul  to  God  and  her 
carcass  to  the  surgeon.*^ 

"  I  need  not  dwell  any  longer  on  these  early  phases  of  the 
history  of  ovariotomy.  My  contemporaries  of  the  past  are  fully 
aware  that  I  have  not  overdrawn  the  picture.  Ovariotomy,  both 
privately  and  publicly,  was  denounced  without  measure,  and  the 
weight  of  the  battle-axe  in  this  city  fell  upon  my  shoulders.  The 
same  opposition,  although  not  so  acrid  and  determined,  assailed 
the  operation  and  its  advocates  in  other  countries.  In  an  inno- 
vation so  momentous  this,  perhaps,  was  best ;  for  my  own  part, 
I  was  and  am  satisfied.  I  believe  my  opponents  were  honest  in 
their  convictions.  I  know  that  I  was,  and  as  my  actions  were 
based  upon  abundant  study  of  the  subject  in  all  its  aspects,  upon 
repeated  facts  constantly  recurring,  and  upon  the  success  attend- 
ing those  who  practiced  ovariotomy,  I  felt  assured  that  this  great 
battle  must  terminate  in  favor  of  science  and  humanity." 

These  extracts  show  clearly  the  status  of  the  operation 
and  the  unmerited  opprobrium  visited  upon  those  who  had 
the  temerity  to  perform  it  at  that  early  day.  From  bitter 
experience  few,  indeed,  had  better  reason  to  know  than  he 
how  hard  it  was  to  convince  the  profession  that  it  was  justi- 
fiable. But  a  reward  was  in  store  for  a  struggle  of  years 
against  professional  prejudice  ;  for  he  became  so  identified 
in  the  public  mind  with  ovariotomy,  that  after  its  success 
was  established,  his  services  were  in  demand  on  every  side. 

He  verified  the  words  of  Bacon :  "  If  a  man  perform 
that  which  hath  not  been  attempted  before,  or  attempted 
and  given  over,  or  hath  been  achieved  but  not  with  so 
good  circumstance,  he  shall  purchase  more  honor  than  by 
affecting  a  matter  of  greater  difficulty,  or  virtue,  wherein 
he  is  but  a  follower."  From  Maine,  from  CaHfornia,  from 
North  and  South,  in  fact  from  every  State  and  Territory, 
continually  arrived  letters  urging  him  to  come  and  operate. 
He  visited,  for  this  purpose,  one  of  the  New  England  and 

^  Woman  and  her  Diseases,  Third  Edition,  p.  339. 
2  Ibid.,  p.  341. 
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two  of  the  extreme  Southern  States  within  the  same  week. 
These  distant  cases  made  it  necessary  for  him  to  relinquish 
family  practice ;  but,  when  at  home,  he  was  kept  busy  with 
consultations,  and  his  offices  were  filled  by  patients,  many 
of  them  coming  from  long  distances  to  seek  relief  at  his 
hands.  His  success  was  great,  and  was  the  result,  not 
only  of  consummate  skill  and  care  as  an  operator,  but  of  the 
wonderful  diagnostic  tact  he  never  failed  to  manifest. 

As  an  operator  he  was  cool  and  fully  prepared  for  all 
emergencies.  He  avoided  a  needless  array,  and,  although 
having  a  full  reserve  of  instruments,  used  but  few.  His 
friend,  Professor  Gross,  in  speaking  of  this  says :  "  With  the 
knife  he  was,  in  his  particular  Imo.,  facile princeps.  He  ap- 
preciated the  aphorism  of  Desault,  that  simplicity  is  the 
perfection  of  an  operation.  He  rarely  used  more  than  one 
scalpel,  one  bistoury,  one  pair  of  forceps,  one  pair  of  scis- 
sors, and  one  needle.  He  had  a  just  horror  of  display.  The 
duties  having  been  duly  assigned  to  his  assistants,  every- 
thing proceeded  as  silently  as  possible,  with  the  regularity 
of  clockwork.  Always  self-possessed,  his  eye  never  quailed, 
his  hand  never  trembled." 

He  was  in  the  habit  of  giving  his  diagnosis  to  the  med- 
ical gentlemen  present  before  he  commenced  an  operation, 
and,  if  he  had  any  doubt,  he  told  it  plainly  and  gave  his 
reason  for  it.  This  of  course  afforded  all  present  an  op- 
portunity to  determine  of  the  correctness  of  his  opinions  ; 
and,  in  a  close  association  with  him  of  thirty  years,  I  can  re- 
call few  errors  of  judgment.  It  is  remarkable  that,  with  so 
little  leisure,  he  managed  to  perform  so  much  clerical  labor ; 
for  he  carried  on  an  extensive  correspondence,  frequently 
contributed  to  the  journals,  wrote  an  octavo  volume  on 
ovarian  tumors,  besides  essays  on  subjects  connected  with 
gynecology,  and  kept  full  notes  of  all  important  cases,  re- 
cording them  the  day  they  occurred ;  nor  would  he  sleep 
until  all  intended  work  of  this  kind  had  been  accom- 
plished. 

Although  his  time  was  so  fully  occupied,  he  did  not  fail 
to  keep  himself  perfectly  familiar  with  the  medical  litera- 
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ture  of  the  day,  and  with  the  improvements  in  medicine ; 
and  none  was  more  ready  than  he,  to  recognize  and  adopt 
them.  He  also  added  to  the  success  of  his  operations  by 
planning  new  methods  of  procedure  in  particular  cases, 
among  which  may  be  mentioned,  the  use  of  the  ecraseur  to 
divide  the  pedicle  in  ovariotomy,  which  he  was  .the  first  to 
employ  for  this  purpose,  June  19,  1857.  He  also  practiced 
enucleation  in  the  same  operation  as  early  as  July  25,  1850. 
Many  of  the  instruments  he  used  were  invented  or  im- 
proved by  himself,  as  for  instance,  the  well  known  clamp 
which  bears  his  name. 

He  was  the  first  to  indicate  clearly  the  importance  of 
tapping  as  a  means  of  diagnosis  in  obscure  cases  of  abdom- 
inal dropsy,  and,  also  the  first  to  point  out  the  true  value  of 
the  removed  fluids  for  the  same  purpose,  particularly  to 
differentiate  cysts  of  the  broad  ligament  and  fibro-cystic 
tumors  of  the  uterus  from  ovarian  tumors.  It  is  well  known 
to  surgeons  that  in  ovariotomy  the  thickened  and  opaque 
peritoneum  has  been  frequently  mistaken  for  the  cyst,  and 
separated  from  the  fascia  and  muscles  for  some  distance 
before  the  error  has  been  discovered.  This  mistake,  be- 
sides embarassing  the  operator  has  added  to  the  risk  of  the 
operation,  and  no  method  of  avoiding  it  was  known  until 
Dr.  Atlee  pointed  out  a  safe  and  valuable  guide,  depending 
upon  a  knowledge  of  the  anatomy  of  the  part,  by  which 
such  an  error  was  made  impossible.  His  test  is  the  pass- 
ing up  of  the  hand  or  of  a  sound  to  the  umbilicus,  where, 
if  it  be  peritoneum,  the  hand  is  arrested,  but  if  it  be  the 
cyst,  it  passes  easily. 

There  was  a  remarkable  originality  in  him,  which  was 
frequently  displayed  in  his  operations.  It  was  manifested 
in  his  case  of  vaginal  ovariotomy,  which  antedates  all 
others.^ 

But,  perhaps,  this  was  more  strikingly  seen  in  his  opera- 
tion for  the  removal  of  uterine  fibroids.     His  first  case  of 
this  kind  occurred  in  1845.     Its  complete  success  fully  dis- 
proved  "  the   position  hitherto  esteemed  as  an  axiom  by 
^  Gynecological  Transactions,  vol.  ii.,  p.  266. 
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surgeons  of  authctfity,  that  polypus  of  the  uterus  cannot  be 
subjected  to  operative  measures  until  it  has  escaped  from 
the  uterine  cavity."  ^  The  numerous  cases  following  this, 
he  embodied  in  a  paper  which  was  one  of  twelve  essays, 
presented  to  compete  for  the  prize  at  the  meeting  of  the 
American  Medical  Association,  held  in  the  city  of  New 
York,  in  1853.  His  paper  was  one  of  the  two  to  which  the 
prize  was  awarded.  It  was  entitled  "  The  Surgical  Treat- 
ment of  Certain  Fibrous  Tumors  of  the  Uterus,  heretofore 
considered  beyond  the  Resources  of  Art."  A  synopsis  of 
some  of  the  cases  contained  in  this  essay  was  previously 
embraced  in  the  "Report  on  Surgery"  in  1850,  by  Profes- 
sor Mussey,  who  says  :  "  Of  all  the  achievements  of  mod- 
ern surgery,  we  meet  with  none  more  striking  or  extraor- 
dinary than  the  operations  performed  by  Professor  Atlee 
for  the  removal  of  intra-uterine  fibrous  tumors." 

Professor  Pallen,  in  his  prize  essay  presented  to  the 
American  Medical  Association  in  1869,  says:  •*  In  1853, 
Dr.  Washington  L.  Atlee  startled  the  profession  by  his 
method  of  heroically  attacking  uterine  tumors  with  the 
knife His  successes  were  numerous,  and  the  in- 
genuity of  his  devices  are  deserving  of  the  highest  com- 
mendation." And  Dr.  J.  Marion  Sims,  in  the  "New  York 
Medical  Journal,"  April,  1874,  writes  :  "The  name  of  Atlee 
stands  without  a  rival  in  connection  with  uterine  fibroids. 
His  operations  were  so  heroic  that  no  man  has  as  yet  dared 
to  imitate  him.  A  generation  has  passed  since  he  gave 
to  the  world  his  valuable  essay  on  the  surgical  treatment 
of  fibrous  tumors  of  the  uterus ;  but  it  is  only  within  the 
last  five  or  six  years  that  the  profession  have  come  to 
appreciate  the  great  truths  which  he  labored  to  establish. 
Meadows,  of  London,  and  Thomas,  of  New  York,  have  each 
achieved  splendid  results  in  this  direction,  and  made  valu- 
able contributions  to  our  literature.  A  few  isolated  cases 
of  fibroid  enucleation  have  been  published  by  others,  and 
this  is  about  all  that  we  can  boast  of  since  Atlee  first  led 
the  way  for  us." 

*  Prize  Essay t  p.  25. 
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The  last  paper  which  he  wrote  on  this  subject  was  en- 
titled "The  Treatment  of  Fibroid  Tumors  of  the  Uterus." 
It  was  read  before  the  International  Medical  Congress,  Sep- 
tember, 1876.  In  it  he  gave  the  result  of  his  great  expe- 
rience in  the  treatment  of  these  growths,  both  by  medical 
and  surgical  means.  This  elaborate  paper  evinced  great 
originality  and  was  warmly  applauded  by  the  section  before 
which  it  was  read,  composed  of  some  of  the  most  distin- 
guished men  in  this  branch  of  medical  science.  He  was 
frequently  urged  to  give  the  profession  the  benefit  of  his 
long  and  valuable  experience  in  a  book  on  the  treatment 
of  abdominal  tumors.  This  he  had  promised  and  fully  in- 
tended to  accomplish  as  soon  as  he  could  spare  the  time, 
but  it  was  put  off  for  some  future  period  of  leisure,  which, 
unhappily,  was  destined  never  to  arrive. 

With  all  these  engrossing  labors,  he  never  ceased  to  feel 
the  warmest  interest  in  the  general  welfare  of  the  profes- 
sion. He  took  an  active  part  in  the  organization  of  the 
Philadelphia  County  Medical  Society,  of  the  Medical  Soci- 
ety of  the  State  of  Pennsylvania,  and  of  the  American 
Medical  Association.  He  was,  also,  one  of  the  Founders 
of  the  American  Gynecological  Society.  In  all  'of  these 
bodies  he  retained  his  membership  until  his  death.  Of  the 
Philadelphia  County  Medical  Society,  he  was  president  in 
1874,  and  president  of  the  Medical  Society  of  the  State  of 
Pennsylvania  and  vice-president  of  the  American  Medical 
Association  in  1875.  Of  this  Society  he  was  first  vice- 
president  in  1876  and  again  in  1877. 

At  the  meetings  of  these  bodies,  "  he  was  known  as  a 
brilliant  extempore  speaker  and  an  able  debater ;  his  in- 
fluence being  always  exerted  in  favor  of  a  higher  medical 
education,  and  of  a  broad  and  liberal  construction  of  the 
rights  and  duties  of  medical  life."  ^  In  his  long  connection 
with  these  societies,  he  allowed  nothing  but  the  most  ur- 
gent engagements  or  sickness  to  interfere  with  his  attend- 
ance on  their  meetings.  That  this  interest  was  earnest  and 
sincere,  was  well  seen  in  the  last  journey  which  he  took, 
*  Physicians  and  Surgeons  of  the  United  States,  p.  560. 
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which  was  to  attend  the  meeting  of  the  State  Society  at 
Pittsburg  in  May,  1878.  He  was  then  so  feeble  as  to  re- 
quire support  in  walking,  and  so  emaciated  that  every  move- 
ment was  painful  to  him,  yet  he  endured  the  trying  journey 
merely  to  meet  them  once  more. 

It  is  almost  needless  to  say  that,  with  his  warm  attach- 
ment to  his  profession,  he  was  scrupulously  correct  in  all 
that  related  to  medical  ethics,  and,  in  his  intercourse  with 
his  medical  brethren,  honorable  and  considerate. 

But  these  professional  labors  of  a  life  give  us  but  little 
idea  of  the  man,  except  of  his  capacity  for  work,  his  unceas- 
ing industry,  and  his  untiring  energy.  In  this  brief  sketch 
no  allusion  has  been  made  to  his  more  marked  personal 
traits,  but  a  memoir  of  him  would  indeed  be  incomplete 
which  should  fail  to  represent  that  he  was  a  most  devoted 
husband.  This  devotion  which  commenced  in  his  very 
early  days,  and  only  ceased  with  life,  was  a  beautiful 
feature  in  his  character,  which,  although  it  may  be  thus 
mentioned,  is  too  sacred  to  be  dwelt  upon. 

He  was  an  affectionate  father,  a  firm  and  warm  friend, 
and  a  thoroughly  conscientious,  honest,  and  truthful  man. 
These  last  traits  were  so  well  known  to  his  patients  that 
their  confidence  in  him  was  unbounded.  He  invariably 
spoke  plainly  in  regard  to  the  dangers  of  an  operation, 
concealing  nothing  from  the  one  who  was,  he  knew,  the 
most  interested  in  the  result.  His  fatherly  manner  in  do- 
ing this,  relieved  much  of  the  shock  which  the  poor  sufferer 
must  have  felt  if  told  in  a  different  way.  Neither,  when 
the  occasion  required  it,  did  he  conceal  from  the  patient  the 
near  approach  of  death,  but  gave  timely  warning,  that  prep- 
aration might  be  made  for  the  dread  event. 

In  person  he  was  above  the  ordinary  stature,  erect  and 
commanding  in  his  carriage,  his  face  benevolent,  his  man- 
ner courteous  and  dignified,  and,  although  kind,  forbidding 
familiarity.  In  the  sick-room  he  was  uniformly  cheerful  and 
as  tender  and  sympathetic  as  a  woman.  His  very  appear- 
ance inspired  confidence.  His  movements  were  quick  and 
decided,  indicative  of  his  character.    Although  nearly  three 
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score  years  and  ten,  his  eye  was  undimmed,  his  mind  was 
strong  and  clear,  his  perceptions  quick,  and  his  judgment 
sound.  He  was  a  man  of  strong  feelings,  but  had  com- 
plete control  of  them.  Although  firm  in  his  opinions,  he 
was  tolerant  of  those  of  others. 

His  robust  frame  could  endure  an  immense  amount  of 
work  without  fatigue  ;  and  frequently,  after  a  journey  con- 
suming days  and  nights  he  would  arrive  home  early  in  the 
morning,  and,  without  rest,  go  on  with  his  daily  duties. 
He  was  a  most  methodical  man.  His  punctuality  at  consul- 
tations was  well  known,  and  he  was  as  sure  to  be  present  at 
the  minute  at  distant  places  as  in  city  practice.  His  ar- 
rangements for  journeys  were  all  completed,  the  routes 
written  out  in  full,  together  with  the  time  at  which  he 
would  reach  certain  points,  if  possible,  the  day  before  he 
started.  A  copy  of  the  route  was  left  at  home,  and  no  mat- 
ter how  distant  the  place,  his  family  were  always  sure  of  a 
letter  or  telegram  reaching  him. 

His  determination  to  keep  engagements  sometimes  led 
him  into  danger,  as  the  following  incident  will  show.  In 
March,  1875,  he  made  an  appointment  to  operate,  at  a  cer- 
tain hour,  at  Good  Thunder,  Blue  Earth  County,  Minnesota. 
When  some  distance  from  the  place,  a  fearful  storm 
arose,  and  the  road  became  blocked  with  snow.  It  was 
found  impossible  for  the  cars  to  proceed.  He  learned,  on 
inquiry,  that  he  could  only  keep  his  appointment  by  riding 
twenty-five  miles  across  the  prairies.  Old  inhabitants 
warned  him  against  the  ride,  and  said  it  was  madness  to 
attempt  it  in  such  a  storm.  But,  determined  to  keep  his 
engagement  if  possible,  and  having  secured  the  services  of 
a  man  with  a  sleigh,  he  and  his  daughter,  who  generally 
accompanied  him  on  his  journeys,  started  on  the  perilous 
ride.  It  was  a  wild  waste  of  hard  frozen  snow,  no  road  be- 
ing visible,  and  even  the  fences  being  covered.  The  storm 
increased,  and  they  were  almost  blinded  with  the  sleet,  but 
Ihey  drove  on  trusting  that  they  would  reach  the  place  in 
time.  When  about  half  through  the  journey,  the  driver  lost 
his  way,  and  the  sleigh  striking  some  obstacle,  which  proved 
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to  be  the  top  of  a  fence,  was  upset  and  all  were  thrown  out. 
The  driver  was  discouraged,  but  urged  by  the  doctor,  who 
busied  himself  in  replacing  the  wraps  and  satchels,  they 
started  again,  and  finally  reached  their  destination  in  time 
to  keep  the  appointment,  and  perform  the  operation.  He 
was  rewarded  by  the  recovery  of  the  patient. 

Benevolence  was  a  strongly  marked  feature  in  his  charac- 
ter. This  he  practised  in  his  daily  life  ;  but  it  was  only 
known  to  the  recipient  of  his  bounty,  for  he  followed  the 
rule,  "let  not  thy  left  hand  know  what  thy  right  hand 
doeth."  Many  instances  of  this  could  be  recited,  but  one 
or  two  will  be  sufficient.  A  poor  woman  in  Alabama,  af- 
flicted with  an  abdominal  tumor,  had  heard  of  his  skill,  and 
was  urgent  to  have  his  professional  assistance,  but  having 
no  means,  and  living  at  such  a  distance,  she  felt  sure  she 
could  not  secure  his  services.  She  finally  concluded  to 
write  to  him  and  tell  her  needs.  She  did  so.  Leaving  his 
lucrative  practice,  he  went  to  Alabama,  paying,  of  course, 
his  own  expenses,  operated  on  her  successfully,  and  she 
now  lives  to  bless  his  memory. 

In  his  last  illness,  when,  from  suffering,  life  had  become 
a  burden,  he  was  written  to  concerning  a  case  of  tumor  in 
a  poor  young  girl,  who  had  gone  to  Scotland,  her  native 
place,  to  seek  relief.  There  she  had  been  told  that  nothing 
could  be  done  for  her,  and  had  been  sent  back  to  die.  In 
his  feeble  condition,  when  every  movement  was  painful,  we 
may  be  sure  that  no  pecuniary  consideration  would  have 
been  siifificient  to  induce  him  to  leave  his  home.  Touched 
by  her  story  he  went  to  Clearfield,  Penn.,  a  journey  of  twelve 
hours,  and  removed  an  ovarian  tumor,  which  weighed  more 
than  she  did  ;  such  an  immense  mass  was  it,  and  so  small 
and  emaciated  was  the  woman,  that  he  described  it  as  cut- 
ting away  the  patient  from  the  tumor.  She  recovered. 
Another  well-marked  trait  was  his  generous  hospitality. 
His  house  was  rarely  without  guests,  who  were  always  re- 
ceived with  a  hearty  cordiality,  which  made  them  feel  that 
they  were  truly  welcome. 

He  was  a  religious  man,  not  ostentatious,  nor  one  who 
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loved  to  parade  his  goodness  before  the  world  ;  but  those 
who  knew  him  best  can  testify  to  his  thorough  conscientious 
regard  for  all  his  Christian  duties.  When  but  a  young  man 
he  was  confirmed  in  Christ  Church,  Philadelphia,  by  the 
venerable  Bishop  White,  and  ever  remained  a  consistent 
professor  of  religion,  conscience  influencing  every  impor- 
tant action  of  his  daily  life. 

"A  life  well  spent,  whose  early  care  it  was 

His  riper  years  should  not  upbraid  his  green." 

After  contributing  so  much  to  the  relief  of  human  suffer- 
ing, it  might  have  been  hoped  that  his  last  days  would  have 
been  peaceful,  and  free  from  pain,  but,  in  April,  1876,  the 
disease  which  terminated  his  life  after  intense  suffering, 
seized  on  him.  At  this  date  he  performed  operations  in 
three  different  cities  on  three  succeeding  days,  travelling 
for  this  purpose  three  nights  in  succession.  One  of  the 
patients  on  whom  he  operated  was  suffering  from  cancer  of 
the  uterus.  He  returned  home  feeling  greatly  prostrated, 
and  at  once  took  to  his  bed.  He  had  a  low  fever,  a  tym- 
panitic abdomen,  and  tenderness  in  the  left  iliac  region,  — 
in  fact  had  most  of  the  symptoms  of  a  patient  in  the  second 
week  of  typhoid  fever.  He  recovered  from  this  in  about 
ten  days,  but  from  that  time  his  health  failed,  he  lost  color, 
and  emaciated  rapidly.  About  six  months  before  his  death 
he  was  attacked  with  rheumatism,  which,  together  with 
obstinate  attacks  of  vomiting,  added  greatly  to  his  distress, 
but  no  marked  local  disease  manifested  itself  until  last 
February,  when  a  small,  hard  mass  was  found  projecting 
below  the  border  of  the  ribs,  on  the  left  side.  This  in- 
creased rapidly,  and,  by  June,  extended  from  the  nipple  to 
the  anterior  superior  spinous  process  of  the  ilium.  It 
consisted  of  a  comparatively  soft  mass  above,  terminating 
b.elow  in  hard  nodules.  It  was  supposed  to  be  a  malignant 
disease  of  the  spleen. 

The  liver  was  also  greatly  enlarged,  its  lower  border  touch- 
ing the  anterior  superior  spinous  process  of  the  iHum  of 
the  right  side.     In  the  latter  part  of  June  the  tumor  slowly 


394  ^-^  ME  MORI  AM. 

diminished  in  size,  and  continued  to  contract  until  nothing 
could  be  felt  of  it  except  the  hard  nodules  just  below  the 
ribs. 

'  In  the  autopsy,  made  twenty-four  hours  after  death,  the 
spleen  was  found  enlarged  to  about  twice  its  usual  size,  but 
was  healthy  in  structure.  It  was  located  more  anteriorly 
than  normal,  and  just  under  it  was  a  large  tumor,  which  a 
careful  examination  proved  to  be  the  left  kidney.  It 
reached  from  the  diaphragm  above  to  the  promontory  of 
the  sacrum  below,  and  was  firmly  adherent  to  the  parts 
beneath  it,  incorporating  the  aorta  and  other  vessels  in  its 
mass.  Its  estimated  weight  was  between  two  and  three 
pounds.  It  proved  to  be  a  medullary  cancer  of  the  left 
kidney,  its  upper  border  being  hard,  while  the  remainder 
of  the  growth  was  cerebriform. 

In  its  early  stage  it  evidently  pressed  on  the  vessels  of 
the  spleen  and  liver,  producing  congestion  of  these  organs, 
which  in  the  last  two  months  was  relieved  by  the  softening 
of  the  mass.  The  spleen  being  thus  greatly  enlarged  and 
covering  the  diseased  kidney  like  a  cushion  led  us  into  the 
error  of  supposing  it  the  organ  at  fault.  The  urine  was 
carefully  and  frequently  examined  in  all  stages  of  the  dis- 
ease, but  nothing  abnormal  was  ever  found  in  it.  The  right 
kidney  was  rather  larger  than  normal,  and  contained  in  its 
cortical  substance  a  number  of  cysts,  some  of  them  as  large 
as  a  nutmeg  and  filled  with  a  yellowish  fluid.  The  liver  was 
healthy,  but  the  cystic  duct  contained  a  calculus  of  large 
size,  which  completely  obstructed  it.  The  duct  was  fully 
an  inch  in  diameter,  and,  like  the  gall-bladder,  was  filled 
with  a  colorless,  watery  fluid  which  was  slightly  opalescent. 
Under  the  microscope  this  fluid  was  seen  to  contain  groups 
of  pavement  epithelial  cells  of  small  size,  which  had  under- 
gone fatty  degeneration,  and  large  quantities  of  crystals  of 
cholesterin.  When  boiled  it  was  found  to  be  slightly  al- 
buminous. 

The  stomach  was  distended,  but  healthy,  except  a  slight 
thickening  about  the  pyloric  orifice. 

The  heart  contained,  in  the  right  ventricle,  and  firmly 
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attached  to  its  right  wall  and  to  the  columnae  carneae,  a 
growth  of  a  light  fawn  color  and  firm  consistence,  about  the 
size  of  a  large  English  walnut.  It  was  situated  just  below 
the  tricuspid  valves.  The  mitral  valves  were  thickened, 
but  the  aortic  valves  were  healthy. 

I  have  purposely  mentioned  the  fact  of  his  having  oper- 
ated upon  a  case  of  cancer  of  the  uterus  just  before  his 
fatal  illness,  and  of  his  having  been  at  once  seized  with  the 
symptoms  of  blood-poisoning.  His  family  on  both  sides 
had  been  free  from  cancer,  no  case  of  this  disease  having 
ever  happened  to  any  member.  The  suspicion  is  thus  ex- 
cited that  he  might  have  been  inoculated  with  this  virus 
during  the  operation. 

The  disease  having  been  recognized  in  February,  all  hope 
of  cure  was  abandoned,  but  he  persisted  in  attending  to  his 
practice,  and  continued  to  operate  until  three  months  before 
his  death.  His  last  operation  was  performed  at  Sligo, 
Clarion  County,  May  31,  1878.  This  was  his  three  hun- 
dred and  eighty-seventh  case  of  ovariotomy. 

Although  he  continued  to  attend  to  office  patients  for 
some  time  after  this,  his  suffering  and  weakness  soon  con- 
fined him  to  his  room,  and  compelled  him  to  divide  his  time 
between  a  reclining  chair  and  his  bed.  He  settled  all  his 
worldly  affairs,  yet  he  did  not  lose  his  interest  in  his  pro- 
fession, but  continued  to  read  the  medical  journals  and  see 
his  friends,  making  but  little  complaint  and  patiently  await- 
ing the  final  summons.  The  waste  of  body  did  not  impair 
his  intellectual  faculties,  for  his  mind  remained  clear  until 
the  last.  Although  he  knew  that  his  end  was  rapidly  ap- 
proaching, he  showed  no  fear  of  death,  but  welcomed  it,  not 
only  as  a  relief  but  as  a  means  of  realizing  his  hopes  as  a 
Christian. 

"  About  the  hour  of  eight  (which  he  himself 
Foretold  should  be  his  last), 
He  gave  his  honors  to  the  world  again, 

His  blessed  part  to  heaven,  and  slept  in  peace." 

The  following  resolutions  offered  by  Professor  Gross,  and 
adopted  by  the  Philadelphia  County  Medical  Society,  well 


39^  IN  MEMORIAM. 

express  the  feeling  of  the  medical  profession,  in  regard  to 
his  death :  — 

Resolved,  That  we  deeply  lament  the  demise  of  a  man  who  for 
nearly  half  a  century  was  a  devoted  and  faithful  student  of  his 
profession,  —  a  profession  which  he  adorned  by  his  private  vir- 
tues and  illustrated  by  his  successful  practice  as  a  physician,  an 
obstetrician,  and  a  gynecologist. 

Resolved,  That  Dr.  Atlee,  as  one  of  the  pioneers  in  ovariotomy 
in  this  country,  —  an  operation  which  he  performed  nearly  four 
hundred  times,  —  rendered  most  important  service  in  recalling, 
as  he  did,  the  attention  of  the  profession  to  the  practicability  and 
value  of  that  operation,  and  in  placing  it  upon  a  firm  and  per- 
manent basis  as  one  of  the  established  processes  of  the  healing 
art,  at  the  same  time  that,  by  his  private  labors,  he  conferred 
immense  benefit  upon  suifering  women  by  increasing  their  com- 
fort and  prolonging  their  lives. 

Resolved,  That,  as  an  author  and  an  able  thinker,  his  contribu- 
tions to  gynecology,  and  other  branches  of  medicine,  have  shed 
important  light  upon  the  nature  and  treatment  of  female  diseases, 
and  upon  the  operations  necessary  for  their  cure. 

Resolved,  That  the  memory  of  a  physician  who  accomplished 
so  much  for  the  good  of  his  race  should  be  cherished  by  his 
professional  brethren,  as  well  as  the  public,  of  which  he  was  so 
valuable  a  member,  and  that  his  example  as  a  high-toned,  hon- 
orable, and  Christian  gentleman  is  worthy  of  the  imitation  of  all 
young  men  engaged  in  the  study  and  practice  of  medicine. 

Thomas  Murray  Drysdale,  M.  D. 
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Within  the  last  few  years  the  subject  of  simple  lacera- 
tions of  the  cervix  uteri  and  their  treatment  by  bloody  ope- 
rations has  received  much  attention  both  in  this  country 
and  in  Europe.  This  is  due  partly  to  an  increasing  sense 
of  its  importance,  but  mainly,  perhaps,  to  an  able  paper  en- 
titled "  Laceration  of  the  Cervix  Uteri  as  a  Frequent  and 
unrecognized  Cause  of  Disease"  read  before  the  Medical 
Society  of  the  County  of-  New  York  by  Dr.  T.  A.  Emmet, 
September  i8,  1874,  and  published  in  the  "American  Jour- 
nal of  Obstetrics  "  for  November  of  the  same  year. 

In  a  second  paper,  published  in  the  "American  Practi- 
tioner" for  January,  1877,  Dr.  Emmet  presented  his  views 
upon  this  subject  in  the  form  of  answers  to  certain  objec- 
tions which  had  been  made  relating  to  the  value  of  the 
operative  procedure,  rather  than  in  support  of  former  claims 
by  the  addition  of  new  facts. 

The  views  advanced  by  Dr.  Emmet  in  the  papers  referred 
to,  and,  so  far  as  I  know,  entertained  by  him  at  the  present 
time,  may  be  summarized  in  the  following  nine  proposi- 
tions :  — 

First.  When  the  laceration  of  the  cervix  uteri  extends 
to  or  beyond  the  vaginal  junction  on  one  or  both  sides, 
eversion  of  the  lips  and  dropping  down  of  the  body  of  the 
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organ  —  more  marked,  of  course,  in  the  bilateral  form  —  are 
the  natural  consequences. 

Second.  The  changes  in  form,  relationship,  and  function 
of  the  cervix,  under  these  circumstances,  are  due  to  the 
facts  that  soon  after  labor  the  posterior  lip  catches  on  the 
rectal  wall  of  the  vagina  and  the  anterior  lip  extends  down- 
wards in  the  axis  of  the  vagina. 

Third.  The  irritation  of  the  lacerated  surfaces  at  the 
angles  of  the  injury,  or  the  erosions  upon  the  everted  lips, 
leads  to  the  arrest  of  involution  of  the  uterus  and,  indirectly, 
to  retroversion. 

Fourth.  The  increased  weight  of  the  uterus  sooner  or 
later  flattens  the  everted  lips  of  the  cervix  against  the 
rectal  wall  of  the  vagina,  and  thus  conduces  to  the  efface- 
ment  of  all  traces  of  the  original  laceration. 

Fifth.  The  presenting  cervical  orifice  is  sometimes  de- 
ceptive with  regard  to  the  true  axis  of  the  canal  as  well  as 
the  dimensions  of  the  cervix  itself.  The  size  generally  ap- 
pears to  be  increased  because  of  the  dragging  upon  the  cer- 
vix and  the  higher  reflexion  of  the  vaginal  walls. 

Sixth.  When  lacerations  of  the  cervix  are  allowed  to 
remain  without  treatment  the  mucous  follicles  of  the  hyper- 
trophied  and  everted  lining  membrane  of  the  cervical 
canal  are  liable  to  take  on  "  cystic  degeneration,"  and  finally 
rupture  and  disappear. 

Seventh.  Rupture  of  the  perineum  frequently  accom- 
panies laceration  of  the  cervix  and,  when  present,  always 
increases  the  gravity  of  the  latter,  because  it  further  weak- 
ens the  already  overburdened  vaginal  walls. 

Eighth.  The  preparatory  treatment  consists  principally 
in  the  use  of  large  vaginal  injections,  of  warm  water  (ioo° 
F.),  night  and  morning,  elastic  and  distended  ring  pessaries 
of  suitable  size,  tannin  in  glycerine  applied  to  the  vaginal 
walls  once  a  day,  and  subsulphate  of  iron  applied  once  a 
week.  These  means  must  be  continued  from  one  to  three 
months  or  until  all  inflammatory  action  has  subsided. 

Nifith.  If,  after  the  bloody  operations  upon  the  lacer- 
ated cervix,  the  prolapsed  vaginal  wall  or  walls,  and  upon 
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the  perineum,  there  still  appears  to  be  need  of  the  pessary, 
it  must  be  reinserted  and  continued  in  use  until  the  cure  is 
completed. 

It  is  not  my  purpose  to  enter  upon  a  discussion  of  the 
views  entertained  by  Dr.  Emmet,  but  simply  to  state,  in  as 
brief  a  manner  as  possible,  my  own  views  concerning  cer- 
tain points  touched  upon  by  him,  and  with  reference  to 
which  I  am  not  entirely  satisfied.  Sumce  it  to  say,  he  gives 
a  very  good  reflex  of  the  opinions  entertained  by  a  large 
number  of  gynecologists  at  the  present  time,  and  his  views, 
in  the  light  of  his  extended  experience  and  study  of  the 
subject,  are  certainly  entitled  to  great  consideration. 

In  the  first  place,  I  will  remark  that  every  variety  of  uter- 
ine displacement  is  as  much  a  problem  in  mechanics  as 
are  the  various  forms  of  simple  labor.  A  proper  explana- 
tion of  the  latter  gives  a  fair  view  of  the  former,  since,  with 
but  slight  reservation,  the  general  laws  which  govern  the 
one  also  govern  the  other.  The  simple  difference  is,  that 
on  the  one  hand  there  is  a  physiological  transit  of  a  well- 
formed  fetus  of  proportionate  size  into  and  out  of  a  normal 
pelvis  in  consequence  of  greatly  increased  physical  forces ; 
while  on  the  other  there  is  a  pathological  transit  of  a  morbid 
uterus,  having  a  disproportionate  size,  out  of  a  normal  pel- 
vis, in  consequence  of  greatly  diminished  physical  forces. 

The  peculiar  province  of  the  obstetrician  is  to  study  these 
laws  from  a  physiological  standpoint,  while  the  gynecologist 
studies  them  from  a  pathological  point  of  view. 

Presuming  that  the  natural  forces  are  equally  balanced 
and  regular  in  their  action  upon  the  healthy  unimpregnated 
uterus,  it  is  important  to  explain  precisely  what  is  meant 
by  these  forces,  and  in  what  particulars  the  forces  developed 
as  the  result  of  disease  differ  from  them. 

The  natural  forces  may  be  properly  divided  into  two 
classes  :  i.  The  expulsive  forces.  2.  The  counteracting 
forces. 

The  expulsive  forces  are  those  which  arise  from  the  de- 
scent of  the  diaphragm,  as  in  inspiration,  and  the  contrac- 
tion of  the  abdominal  muscles,  as  in  defecation.    The  forces 
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developed  by  the  contraction  of  these  muscles  act  upon  the 
uterus  though  the  superincumbent  abdominal  organs,  and 
in  a  line  corresponding  somewhat  to  the  axes  of  the  pelvic 
cavity.  They  are  also  regular  and  constant  in  their  opera- 
tion. 

The  co7mteracting  forces  are  :  (i)  Those  which  arise  from 
the  vesico-vaginal  and  the  recto-vaginal  walls  ;  (2)  from  the 
sacro-uterine  ligaments  ;  (3)  from  the  broad  and  round  liga- 
ments ;  (4)  from  the  pelvic  peritoneum  and  subperitoneal 
areolar  tissue  ;  and  (5)  from  the  perineum. 

These  forces  are  also  regular  and  constant  in  their  oper- 
ation, and  in  health  effectually  antagonize  the  action  of  the 
expulsive  forces.  It  is  only  when  they  become  partially  or 
wholly  impaired  by  disease  that  they  lose  their  antagonizing 
power.  When  that  power  is  diminished,  the  uterus,  whether 
it  be  diseased  or  not,  begins  to  descend  in  consequence  of 
the  constant  and  regular  action  of  the  unimpaired  expulsive 
forces. 

The  morbid  forces,  properly  speaking,  are  acquired,  and 
I  shall  therefore  designate  them  as  the  acquired fo7'ces. 

These  acquired  forces  are  developed  in  the  pelvis,  in  a 
greater  or  less  degree,  after  each  and  every  parturient  act, 
and  are,  therefore,  in  themselves  irregular  and  only  incident- 
ally operative.  They  are  cooperative,  in  the  highest  degree, 
with  the  expulsive  forces  whenever  the  antagonism  of  the 
counteracting  forces  is  impaired  or  lost. 

The  direction  in  which  the  acquired  or  morbid  forces 
operate,  varies  according  to  the  position  of  the  uterus  in  the 
different  stages  of  displacement.  According  to  their  action 
in  the  different  stages  they  may  be  designated  as  follows  : 
(i)  The  determining  force  ;  (2)  The  supplementing  force  ; 
and  (3)  The  extruding  force.  The  first  and  the  third  have 
their  origin  in  the  bladder,  and  are  developed  both  at  the 
beginning  and  at  the  close  of  the  process  of  retroversion 
and  of  prolapsus. 

The  second  resides  in  the  rectum. 

Let  us  suppose  in  the  first  stage  of  displacement  present 
a  few  days  or  weeks  after  a  tedious  or  difBcult  labor,  when 
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there  is  a  traumatic  condition  of  the  interior  of  the  uterus, 
with  increased  weight  and  size,  that  the  bladder  is  greatly- 
distended,  the  direction  in  which  the  determining  force 
operates  is  at  a  somewhat  obtuse  angle  with  reference  to 
the  long  axis  of  the  uterus,  but  in  a  general  way  tends  to 
carry  the  organ  backwards  and  downwards  as  the  woman 
lies  upon  her  back. 

In  the  second  stage,  when  the  uterus  has  reached  a  hori- 
zontal position  and  is  compressing  the  rectum,  the  supple- 
menting force,  developed  by  the  accumulation  of  feces 
above,  acts  nearly  parallel  to  the  long  axis  of  the  uterus  and 
carries  it  downwards  and  forwards.  This  force  is  coopera- 
tive in  the  highest  degree  with  the  expulsive  forces. 

In  the  third  stage,  when  the  uterus,  in  a  strongly  retro- 
verted  position,  reaches  the  vaginal  orifice,  the  extruding 
force,  developed  by  the  dropping  down  of  the  base  of  the 
bladder,  and  a  greater  or  less  accumulation  of  urine,  oper- 
ates almost  at  a  right  angle  with  the  long  axis  of  the  uterus 
and  carries  it  downwards  and  forwards  against  the  perineum, 
finally  beyond  it,  as  in  complete  procidentia. 

If  it  be  true,  then,  that  the  counteracting  forces  residing 
in  the  parts  enumerated  may  be  so  impaired  either  by  in- 
jury or  by  disease,  as  to  give  preponderance  to  the  expul- 
sive forces,  and  thus  permit  a  normal  uterus  to  become 
retroverted  or  prolapsed,  a  condition  sometimes  seen  in 
practice,  it  makes  the  mechanism  of  the  process  much 
clearer  when  displacement  occurs  in  a  uterus  that  is  the 
seat  of  chronic  inflammation  affecting  either  the  substance 
or  its  lining  membrane.  For  the  chronic  inflammation  in- 
creases the  weight  and  size  of  the  organ,  and  the  expulsive 
are  supplemented  by  the  acquired  or  morbid  forces. 

Laceration  of  the  cervix  may  contribute  to  the  acquired 
or  morbid  forces,  but,  independent  of  endometritis  and  sub- 
involution, so  slight  and  unimportant  an  injury  can  hardly 
be  expected  to  lead  to  such  serious  derangement  of  the 
counteracting  forces. 

This  little  accident  often  forms  an  annoying  complication 
of  retroversion,  and  so  may  laceration  of  the  perineum. 
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In  the  one  case,  however,  the  injury  is  of  no  particular 
consequence,  since  no  counteracting  force  is  impaired  by  it, 
but  in  the  other  it  is  of  serious  import,  because,  with  re- 
moval of  the  perineum,  an  important  counteracting  force  is 
at  once  lost.  Such  an  important  loss  gives  rise  to  a  prepon- 
derance of  the  expulsive  forces,  and  sooner  or  later  is  fol- 
lowed by  descent  of  the  uterus,  and  breaking  down  of  the 
vaginal  walls. 

Again,  stretching  of  the  sacro-uterine  ligaments  produced 
by  the  descent  of  the  child  into  the  pelvic  cavity,  while  the 
cervix  remains  only  partially  dilated,  might  prove  to  be  of 
no  special  consequence  under  proper  care,  and  the  obser- 
vance of  the  recumbent  posture  for  a  sufficient  length  of 
time.  But,  being  the  seat  of  a  most  important  counteract- 
ing force,  the  slightest  imprudence  in  assuming  the  erect 
posture  would  almost  inevitably  result  in  a  descent  of  the 
uterus,  and  an  increase  of  the  preponderance  of  the  expul- 
sive forces. 

It  is  the  impairment  of  this  factor  in  the  system  of 
counteracting  forces  that,  perhaps,  more  than  all  others 
combined,  leads  to  retroversion  and  prolapsus  of  the  ute- 
rus, especially  among  the  poorer  classes,  who  are  compelled 
to  leave  the  recumbent  posture  before  the  damaged  struc- 
ture has  had  time  to  regain  its  natural  integrity. 

It  is  in  connection  with  this  seemingly  small  injury,  and 
in  this  class  of  cases,  I  think,  that  the  worst  forms  of  ever- 
sion  and  erosion  of  the  lips  of  a  lacerated  cervix  are  found, 
and  doubtless  the  condition  is  aggravated  by  the  accompa- 
nying endometritis  and  sub-involution,  a  want  of  proper 
cleanliness,  and  a  too  early  indulgence  in  the  marital  rights. 
Endometritis  and  sub-involution,  I  believe,  are  almost  al- 
ways, if  not  always,  present  under  such  circumstances. 
The  erosions  usually  found  upon  the  everted  lips,  or  at 
the  angles  of  the  infra-vaginal  tear,  when  present,  are  ref- 
erable to  the  acridness  of  the  uterine  discharge,  and  to 
other  causes  above  mentioned. 

With  the  stretching  or  elongation  of  these  ligaments,  the 
weight  of  the  already  enlarged  uterus  falls  upon  the  ante- 
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rior  and  posterior  vaginal  walls,  and  increases  the  traction 
upon  the  vaginal  attachments  to  the  sides  of  the  cervix 
uteri.  In  this  manner  inversion  of  the  vagina  is  com- 
menced, and,  finally,  there  is  more  or  less  eversion  of  the 
cervix,  whether  notched  on  one  or  both  sides,  or  not  at  all. 

These  changes  in  the  form  of  the  cervix  and  the  vagina 
are  doubtless  effected  through  the  combined  action  of  the 
expulsive  and  acquired  forces.  They  are  seen  to  the  best 
advantage  when  the  uterus  has  reached  its  horizontal  posi- 
tion upon  the  rectum,  and  before  it  has  come  under  the 
influence  of  the  supplementing  force. 

The  uterus,  having  reached  this  stage  of  retroversion  by 
the  resolution  of  forces,  it  is  only  the  posterior  lip  of  the 
cervix  which  can  be  supposed  to  have  impinged  against  the 
rectal  wall,  and  this  again  only  in  a  diminishing  degree, 
until  it  is  entirely  relieved  from  such  pressure  and  friction. 

It  is  in  this  manner  and  in  this  stage  of  displacement  that 
the  peculiar  elongation  of  the  anterior  lip  of  the  cervix  in 
the  direction  of  the  axis  of  the  vagina  takes  place,  so  cor- 
rectly pointed  out  by  Dr.  Emmet,  which  does  not  occur  in 
the  stage  in  which  the  organ  is  in  a  horizontal  position 
upon  the  rectum,  when  both  lips  of  the  cervix  are  free  from 
mechanical  pressure  The  eversion  or  effacement  of  both 
lips  takes  place  only  when  all  pressure  has  been  removed 
from  them,  and  the  entire  organ  is  under  the  combined  in- 
fluence of  the  expulsive  and  supplementing  forces  which 
carry  it  downwards  and  forwards  to  the  vaginal  orifice. 

It  is  by  these  forces  that  the  sides  of  the  organ  are  now 
compressed,  and  its  size  often  diminished.  At  the  same 
time  stretching  of  the  broad  and  round  ligaments  is  known 
to  take  place.  Independent  of  endometritis  and  sub-involu- 
tion the  uterus  may  now  glide  down  until  the  cervix  reaches 
the  vaginal  orifice,  when  the  extruding  and  the  expulsive 
forces  become  united.  By  the  combined  action  of  these  two 
forces  the  cervix  uteri  is  compressed  laterally  and  the  organ 
is  driven  downwards  and  forwards  against  the  perineum. 
Finally,  the  resistance  offered  by  the  perineum  is  overcome, 
and  the  entire  organ,  often  of  its  normal  size,  is  forced  from 
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the  body.  In  the  last  steps  of  the  descent  every  vestige  of 
resistance  offered  by  the  vesico-vaginal  and  recto-vaginal 
walls  is  overcome.  The  vagina,  in  short,  is  inverted.  The 
broad  and  round  ligaments,  the  perineum,  the  pelvic  peri- 
toneum, and  pelvic  areolar  tissue,  the  other  counteracting 
forces,  are  then  put  upon  their  greatest  strain,  and  the  con- 
dition known  as  complete  procidoitia  uteri  is  present. 

While  there  is  a  joint  action  of  the  expulsive  and  the  sup- 
plementing forces  the  broad  ligaments  may  not  yield  at  all, 
or  only  to  a  slight  extent,  and  the  further  descent  of  the 
body  of  the  uterus  be  prevented. 

In  that  event  the  same  forces  will  drive  the  fundus  further 
down  upon  the  rectum,  and  thus  cause  retroflexion.  One 
or  both  ovaries  often  become  involved  in  the  process,  are 
crowded  against  the  rectum,  and  in  that  manner  the  most 
intense  suffering  is  produced. 

The  cervix,  under  these  circumstances  may,  in  form  and 
size,  remain  stationary,  or  undergo  hypertrophy,  and  attain 
a  length  of  two  or  more  inches,  as  I  have  often  seen.  In 
this  latter  condition  there  is  little  or  no  prolapsus  of  the 
base  of  the  bladder,  consequently  little  or  no  development 
of  the  extruding  force. 

Another  change,  which  I  have  very  often  seen  under  these 
circumstances,  and  one  which  is  by  far  the  most  grave,  is 
the  stretching  of  the  lower  part  of  the  body  of  the  uterus. 
At  the  same  time  there  is  increase  of  the  expulsive  forces, 
perhaps,  induced  by  the  imprisonment  of  the  ovaries. 

As  a  result  of  all  this,  the  bladder  is  dragged  down  to  the 
vaginal  orifice  with  the  cervix  alone,  and  in  the  usual  way 
the  extruding  force  is  developed.  The  extruding  force  then 
cooperating  with  the  expulsive  forces  sooner  or  later  pushes 
the  perineum  back,  and  drives  the  cervix  out  of  the  body. 
In  this  manner  we  have  incomplete  procidentia  uteri  pro- 
duced. 

In  this  condition  the  uterus  stands  astride  the  perineum, 
with  the  concavity  of  its  curve  presenting  backwards,  and 
measuring  in  its  entire  length  from  four  to  seven  inches  or 
more. 
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Treatment.  —  The  treatment  of  all  forms  of  uterine  dis- 
placement, properly  speaking,  falls  within  the  broad  domain 
of  surgery.  It  is  conveniently  divided  into  three  varieties  : 
(i)  Constitutional ;  (2)  Local ;  (3)  Mechanical. 

The  gynecologist  who  resorts  to  all  of  these  methods 
of  treatment,  will,  I  believe,  find  his  way  to  success  much 
easier  than  he  who  contents  himself  with  the  use  only  of 
one  or  the  other  of  the  measures  named. 

When  I  say  that  the  treatment  of  uterine  displacements 
comes  within  the  broad  domain  of  surgery,  I  do  not  mean 
that  the  knife  is  to  be  used  indiscriminately,  and  bloody 
operations  performed  for  every  uterine  trouble  which  may 
present  itself,  but  refer,  rather,  to  an  intelligent  apprecia- 
tion and  application  of  the  true  principles  of  surgery  based 
upon  sound  pathology,  therapeutics,  and  physics,  such  as 
are  applied  to  the  treatment  of  diseases  and  accidents  in 
general.  It  is  true,  that  it  may  be  occasionally  necessary 
to  perform  bloody  operations,  but  from  my  stand-point  they 
should  be  made  the  exception,  and  not  the  rule. 

When  the  perineum  is  ruptured,  either  in  labor  or  other- 
wise, it  becomes  necessary  perhaps  to  repair  it  by  a  bloody 
operation.  It  should  be  restored,  if  possible,  because  it  is 
an  important  counteracting  force.  It  should  be  restored 
with  the  view  of  restoring  the  lost  functions  of  the  rectum, 
and  of  promoting  immediately  or  prospectively  the  resiliency 
of  the  vesico-vaginal  and  recto-vaginal  walls,  as  well  as 
other  structures  situated  higher  up  in  the  pelvic  cavity  and 
the  seat  of  equally  valuable  forces.  Too  much  importance, 
therefore,  cannot  be  attached  to  this  bloody  operation.  Even 
when  the  perineum  is  only  partially  lacerated,  or  its  resist- 
ance has  been  overcome  by  the  successive  yielding  of 
other  uterine  supports,  as  in  complete  and  incomplete  pro- 
cidentia, a  bloody  operation  becomes  a  necessity.  Not  so 
much  however,  to  prevent  the  expulsion  of  the  uterus  as  to 
increase  the  breadth  and  strength  of  the  base  of  support. 
The  point  d'apptd  thus  improved  and  strengthened,  better 
receives  and  retains  the  mechanical  support  afterwards  nec- 
essary to  elevate  the  uterus,  and  increase  the  resiliency  of 
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the  structures  which  are  the  seat  of  all  the  other  counteract- 
ing forces,  but  especially  the  weakened  and  broken-down 
walls  of  the  vagina. 

Bloody  operations  have  been  performed  upon  the  anterior 
and  the  posterior  walls  of  the  vagina  and  for  nearly  the 
same  purpose  as  when  performed  upon  the  perineum.  Such 
operations  are  sometimes  made  in  connection  with  that  for 
restoration  of  the  perineum ;  more  frequently  they  precede 
the  latter,  because  of  the  greater  facility  with  which  the 
parts  can  then  be  reached. 

Whether  such  bloody  operations  upon  the  vaginal  walls 
possess  any  intrinsic  value,  is  by  no  means  settled.  With 
reference  to  simple,  uncomplicated  cystocele  and  rectocele, 
the  operation  is  somewhat  promising ;  yet  I  think  statistics 
do  not  establish  the  value  which  is  claimed  for  it  by  some 
operators.  As  a  means  of  giving  support  to  the  uterus, 
even  when  performed  in  connection  with  perineorrhaphia, 
it  possesses  only  temporary  utility,  and  for  two  reasons:  — 

First,  Because  there  is  a  most  complete  loss  of  the 
counteracting  forces  residing  in  the  sacro-uterine,  broad, 
and  round  ligaments,  with  increased  preponderance  of  the 
abdominal  or  the  expulsive  forces. 

Second,  Because  the  one  or  two  cicatricial  lines  formed 
have  a  longitudinal  direction  and  consequently  are  not  well 
adapted  for  giving  support  to  the  uterus  under  the  adverse 
influences  just  mentioned.  The  modification  of  this  opera- 
tion proposed  by  Professor  Le  Fort  of  Paris,  in  cases  of 
procidentia  uteri,  seems  to  promise  better  results  than  have 
heretofore  been  obtained.  For  securing  a  better  mechan- 
ical adaptation  of  the  vaginal  walls  his  modification  is  en 
titled  to  consideration. 

He  proposes  to  denude  both  walls  of  the  vagina  along 
the  median  line  and  then  unite  the  raw  surfaces  with  su- 
tures. In  that  manner  he  forms  a  conjoined  partition  which 
divides  the  vagina  into  two  equal  parts. 

I  have  not  yet  resorted  to  this  somewhat  novel  proced- 
ure, but  I  confess  I  am  rather  favorably  impressed  with  the 
principle.     The  greatest  objection,  of  course,  to  the  pro- 
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cedure  is  the  partial  interference  with  the  sexual  and  gen- 
erative functions.  Every  one  who  has  had  any  experience 
in  the  treatment  of  atresia  of  the  vagina  knows  how  effec- 
tive that  condition  is  in  preventing  prolapsus  of  the  uterus. 
It  matters  not  whether  the  atresia  has  a  transverse,  oblique, 
or  longitudinal  direction,  and  it  is  undoubtedly  upon  the 
same  principle  that  the  modification  proposed  by  Professor 
Le  Fort  is  to  operate. 

As  we  have  already  remarked.  Dr.  Emmet  recommends 
the  bloody  operation  for  unilateral  or  bilateral  laceration  of 
the  cervix  as  a  means  of  relieving  retroversion  and  prolap- 
sus of  the  uterus.  He  claims  that,  by  freshening  the  edges 
of  the  lacerated  parts  and  then  uniting  them  with  sutures, 
the  uterus  as  a  whole  is  elevated  and  in  that  manner  the 
operation  contributes  to  the  removal  of  the  subinvolution 
and  perhaps  the  antecedent  endometritis,  although  he  does 
not  mention  the  last  factor.  According  to  his  own  state- 
ment he  has  performed  this  operation  several  hundred 
times,  and  claims  a  large  share  of  success.  But  in  estimat- 
ing the  success  which  Dr.  E.  attaches  to  the  operation  cer- 
tain prominent  facts  must  be  taken  into  consideration. 
First,  The  course  of  preparatory  treatment  to  which  he  sub- 
jects his  patients,  varying  from  one  to  three  months  in 
length,  before  the  bloody  operation  in  question  is  performed 
either  alone  or  in  connection  with  perineorrhaphy  and  kol- 
porrhaphy.  Second,  The  after-treatment,  which  consists 
in  the  use  of  a  suitable  pessary,  if  there  remain,  on  the 
part  of  the  uterus,  a  tendency  to  descend,  until  the  cure  is 
completed. 

Now  when  it  is  remembered  that  the  healthy  cervix  uteri 
projects  into  the  vagina  only  four  or  five  lines  and  that 
in  this  portion  no  special  counteracting  force  resides,  it  is 
difficult  to  understand  by  what  mechanical  law  the  body 
of  the  organ,  when  it  is  in  a  condition  of  subinvolution  and 
deprived  to  a  greater  or  less  extent  of  its  ligamentous  sup- 
port and  at  the  same  time  is  under  the  full  influence  of  the 
preponderating  expulsive  forces,  can  be  elevated  by  the 
mere  approximation  and  union  of  the  divided  lips. 
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When  the  operation  is  performed  in  the  most  skillful 
manner,  and  is  followed  by  the  most  complete  surgical  suc- 
cess, certainly  it  does  not  restore  or  improve  to  any  appreci- 
able extent  a  single  supra-vaginal  counteracting  force. 

While  the  operation  may  be  necessary  under  certain  cir- 
cumstances, it  has  always  seemed  to  me  that  in  the  largest 
proportion  of  cases,  about  the  same  results  can  be  obtained 
by  simply  leeching  and  disgorging  the  congested  parts,  to- 
gether with  the -preparatory  and  the  after-treatment,  as  are 
obtained  by  freshening  the  parts  and  the  use  of  sutures. 

In  other  words,  when  the  parts  fail  to  unite,  as  I  have  often 
seen,  the  patient  derives  about  the  same  amount  of  benefit 
she  would  have  received  had  the  surgical  operation  been  a 
complete  success.  Certainly  this  is  true  of  the  patulous 
OS  resulting  from  a  long-standing  endometritis,  and  upon 
which  some  of  Dr.  Emmet's  most  enthusiastic  followers  do 
not  hesitate  to  operate  in  the  belief  that  by  so  doing  they 
relieve  the  antecedent  morbid  condition  of  the  lining  mem- 
brane of  the  cavity  of  the  organ.  Where  is  the  surgeon, 
properly  so  called,  to  be  found  who  would  deliberately  sew 
up  or  contract  the  outlet  of  a  pelvic  abscess  or  a  fistulous 
tract  in  the  rectum,  with  the  avowed  purpose  of  curing  or 
even  relieving  the  antecedent  pathological  condition  of  those 
natural  exits  ?  Yet  the  one  procedure  is  not  more  irrational 
or  reprehensible  than  the  other.  Herein  is  seen  the  abuse  of 
the  operation.  Instances  of  such  abuse  have  fallen  under  my 
own  observation,  and,  I  dare  say,  that  of  other  observers. 

With  regard  to  the  unilateral  laceration  which  sometimes 
extends  beyond  the  vaginal  attachment,  there  is  usually 
little  or  no  dropping  down  of  the  uterus,  even  under  the  in- 
fluence of  the  preponderating  expulsive  forces.  This  is 
due  to  fixation  of  the  injured  parts  to  the  corresponding 
side  of  the  pelvis  by  inflammatory  action  ;  consequently  a 
bloody  operation  can  do  nothing  towards  elevating  the  uterus 
when  this  form  of  laceration  has  occurred. 

Next  is  a  consideration  of  the  preparatory  treatment  which 
precedes  the  bloody  operations  described,  especially  those 
for  retroversion  and  prolapsus.     In  his  second  paper  Dr. 
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Emmet  attaches  so  much  importance  to  the  preparatory 
treatment  for  the  bloody  operation  that  he  recommends 
its  continuance  from  one  to  three  months. 

There  is  no  doubt  that  his  estimate  of  the  importance  of 
this  item  of  practice  is  correct,  and  that  its  observance  is 
essential  to  whatsoever  success  can  be  legitimately  claimed 
for  his  bloody  operation.  But  can  it  be  truthfully  said  that 
large  hot-water  injections,  astringents  applied  to  the  walls  of 
the  vagina,  air  distended  elastic  and  ring  pessaries,  are  suf- 
ficient to  fulfill  all  the  indications .-'  Will  they  under  the 
most  favorable  circumstances,  even  when  supplemented  by 
his  bloody  procedure,  ever  secure  the  fullest  measure  of 
success  which  can  be  obtained  by  a  different  form  and  by 
mechanical  treatment  alone  .■*  I  think  not,  and  for  two  rea- 
sons :  — 

First.  Because  both  walls  of  the  vagina,  the  sacro-uterine 
ligaments,  and  to  a  greater  or  less  extent  the  broad  liga- 
ments, each  the  seat  of  an  important  counteracting  force, 
are  weakened,  relaxed,  and  more  or  less  stretched  by  the 
gradually  increased  tension  which  the  expulsive  forces  have 
produced. 

Second.  Because  all  ring-shaped  pessaries,  of  whatsoever 
material  made,  tend  to  still  further  stretch  the  walls  of  the 
vagina,  and  in  that  manner  favor  the  descent  of  the  heavy 
uterus  into  the  pelvic  cavity.  The  vaginal  douches  and  the 
astringent  applications,  in  themselves,  possess  unquestion- 
able utility,  but  their  action  is  only  temporary  so  long  as 
the  expulsive  forces  preponderate.  This  preponderance  cer- 
tainly will  continue  indefinitely  unless  this  state  of  affairs 
can  be  reversed,  and  the  expulsive,  for  a  time  at  least,  be 
made  subordinate  to  the  counteracting  forces.  But  it  may 
with  propriety  be  asked  how  is  this  problem  in  mechanics 
to  be  solved }  This  is  a  question  which  has  engaged  my 
attention  for  more  than  a  quarter  of  a  century,  and  I  dare 
say  others  have  given  thought  to  the  same  subject.  Only 
a  brief  outline,  however,  of  my  labor  in  this  direction  can 
be  given  in  this  paper.     Suflfice  it  to  say  :  — 

First.  To  aid  in  accomplishing  what  is  desired,  the  knee- 
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elbow  or  knee-chest  position  is  of  the  greatest  importance. 
When  the  patient  is  placed  in  this  position  we  have  the 
most  complete  extension  of  the  vertebral  column  possible, 
the  highest  degree  of  relaxation  of  the  diaphragm,  and 
the  abdominal  muscles  ;  and  at  the  same  time  the  pelvic  and 
abdominal  viscera  fall  forwards. 

Second.  The  vagina  must  be  distended  to  its  fullest  ex- 
tent by  the  admission  of  air  and  the  use  of  a  suitable  spec- 
ulum. 

Third.  There  must  be  formed  a  firm  pyramidal  column  of 
carbolized  cotton  or  wool  extending  from  the  posterior  vag- 
inal cul-de-sac  obliquely  downwards  across  the  axis  of  the 
vagina  to  a  point  just  within  the  pubic  arch,  and  the  range 
of  the  perineum. 

By  this  mode  of  procedure  it  can  be  seen  that,  for  the 
time  being  at  least,  the  abdominal  or  expulsive  forces  are 
made  to  operate  only  at  the  greatest  mechanical  disadvan- 
tage ;  in  other  words,  their  action  is  reduced  to  the  minimum 
degree. 

The  uterus,  the  bladder,  and  the  rectum  are  thus  made  to 
gravitate  beyond  healthy  limits,  and  so  give  the  most  perfect 
relief  to  all  the  structures  in  which  the  counteracting  forces 
reside.  The  flattened  column  of  cotton  thus  constructed, 
with  its  base  upwards,  is  in  a  position  to  support,  not  only 
the  uterus  and  the  walls  of  the  vagina,  but  also  the  ovaries, 
which  are  so  frequently  prolapsed  in  these  cases. 

The  flattening  of  the  column  of  cotton  is  intended  also 
to  save  the  rectum  and  bladder  from  undue  pressure,  such 
as  may  interfere  with  their  functions.  The  narrowness  of 
the  column  of  cotton  is  also  to  be  observed  in  order  that 
the  lateral  walls  of  the  vagina  may  not  be  distended,  but 
rather  encouraged  to  contract. 

The  pieces  of  cotton  or  wool  with  which  the  column  is 
formed,  may  be  secured  in  loops  of  strong  sewing  thread  so 
that  the  patient  can  remove  them  at  the  end  of  two  or  three 
days,  and  take  the  vaginal  douche  of  warm  water,  prepara- 
tory to  a  renewal  of  the  procedure.  When  the  above  indi- 
cations are  all  fulfilled,  the  woman  assumes  the  position 
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upon  her  feet,  and  goes  about  her  daily  business,  whatever 
this  may  be. 

The  modus  operandi  of  this  mechanical  method  of  treat- 
ment, whether  called  preparatory  or  cnrative,  is  I  think, 
simple,  and  one  which  can  be  easily  understood  by  the  pa- 
tient.    The  latter  is  a  fact  of  no  small  importance. 

There  are,  however,  objections  to  this  plan  of  treatment. 

First.  On  the  score  of  time  and  attention  on  the  part  of 
the  physician  to  carry  it  out. 

Second.  The  prejudice  of  the  physician  and  of  the  patient 
may  be  against  the  knee-elbow  position. 

Third.  There  is  a  defectiveness  in  the  specula  ordinarily 
employed. 

Fourth.  The  pessaries  in  common  use  do  not  have  the 
proper  shape  to  give  the  required  support  after  the  pre- 
paratory treatment. 

The  objections  here  enumerated  I  have  endeavored  to 
overcome,  and  I  think  I  have  succeeded  in  securing  re- 
sults which  are  equal,  if  not  superior,  in  value  to  any  now 
known  by  me,  or  obtained  by  any  other  method  of  treat- 
ment whether  bloody  or  otherwise. 

I  know  of  no  one  either  at  home  or  abroad  who  has  la- 
bored more  earnestly  to  popularize  the  knee-elbow  position 
in  the  profession,  and  to  utilize  it  to  the  highest  aims  of 
science  than  myself.  I  feel  quite  certain  that,  at  no  distant 
day,  gynecologists  at  least  will  come  to  appreciate  fully  its 
superior  advantages,  especially  in  the  treatment  of  injuries 
of  the  bladder,  of  the  vagina,  and  of  retroflexion  with  fixa- 
tion of  the  uterus. 

With  reference  to  my  own  instruments,  nearly  all  of  them 
are  constructed  with  the  view  of  securing  the  greatest  ad- 
vantage to  be  derived  from  this  position. 

I  may  be  pardoned  for  saying  that  I  have  obtained  most 
satisfactory  results  by  their  use  in  the  treatment  of  vaginal 
atresia  and  vaginal  fistulae  of  all  varieties ;  and  am  now  no 
less  successful  than  I  have  been  during  the  past  ten  years 
in  securing  favorable  results  in  the  treatment  of  retrover- 
sion and  prolapsus  of  the  uterus.     I  have  labored  long  to 
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devise  a  suitable  vaginal  support  to  take  the  place  of  the 
column  of  c'arbolized  cotton,  but  it  is  only  within  the  last 
year  that  I  have  succeeded  in  bringing  the  instrument  to  a 
degree  of  perfection  which  enables  me  to  predict  its  ulti- 
mate success. 

This  instrument  is  constructed  upon  the  principle  of  the 
parallelogram. 

It  is  elastic  and  thoroughly  self-sustaining. ^  The  instru- 
ment is  made  of  coiled  steel 
wire.  It  has  vesical  and  rec- 
tal branches  which  are  cov- 
ered with  thin  rubber  up  to 
points  near  the  heel  of  the  in- 
strument, where  an  opening  is 
left  for  the  escape  of  the  men- 
strual and  other  discharges. 
Upon  the  vesical  branch  is  set  a  hair  cushion  which  is  to 
receive  and  support  the  vesico-vaginal  septum.  The  cover- 
ing of  the  rectal  branch  is  distended  with  air  in  order  that 
it  may  adapt  itself  uniformly  to  the  recto-vaginal  septum. 
The  two  upper  uneven  points  are  united  by  a  broad  elastic 
apron  which,  like  a  chair,  is  to  receive  the  cervix  uteri,  and 
to  a  certain  extent  support  the  weight  of  the  entire  organ. 
When  viewed  edgewise  the  instrument  presents  somewhat 
the  appearance  of  a  jockey's  cap,  and  a  medical  friend  sug- 
gested that  it  should  be  called  the  "jockey-cap"  pessary. 
However,  to  avoid  the  name  of  a  uterine  pessary,  I  prefer 
to  call  it  a  vaginal  support.  This  name  is  in  strict  accord 
with  the  action  of  the  instrument,  for  it  leaves  the  uterus 
and  its  relaxed  ligaments  to  take  care  of  themselves  in  their 
normal  relation  and  position.  This  is  an  attainment  of  the 
highest  aim  I  can  conceive  for  any  form  of  instrument  em- 
ployed for  the  latter  purpose. 

This  instrument  is  not  only  useful  for  maintaining  the 
uterus  in  an  elevated  position  after  retroversion  and  pro- 
lapsus has  occurred,  but  it  is  also  a  most  valuable  instru- 
ment with  which  to   accomplish   the  same  end  after   the 
1  See  Figure  showing  the  largest  size,  No.  3,  and  reduced  one-half. 
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retroflexed  and  fixed  uterus  has  been  dislodged  from  the 
hollow  of  the  sacrum  by  means  of  the  cotton  columns  or 
compresses  already  described. 

After  proper  preparatory  treatment  by  means  of  the  cot- 
ton columns  directed  obliquely  against  the  vesico-vaginal 
septum  from  the  perineum  or  point  d'appid,  the  instrument 
can  be  used  with  equally  satisfactory  results  in  cases  of 
anteflexion  and  anteversion  of  the  uterus. 

I  have  numerous  illustrations  which  show  in  what  direc- 
tion the  several  forces  alluded  to  operate,  both  with  refer- 
ence to  the  oblique  cotton  columns  employed  in  the  prepar- 
atory treatment,  and  the  vaginal  support  used  in  the  curative 
treatment,  but  time  and  space  do  not  permit  their  descrip- 
tion and  introduction  into  the  present  paper. 

Suffice  it  to  say  that  retroflexion  and  fixation  of  the 
uterus  in  the  hollow  of  the  sacrum,  constitute,  both  in  the 
primiparas  and  in  the  multiparae,  the  largest  class  of  uterine 
displacements,  and  often  the  most  deplorable,  which  we  are 
called  upon  to  treat.  Hitherto,  treatment  of  these  cases  by 
means  of  the  uterine  sound  and  stem  pessary  has  been  un- 
satisfactory, and,  according  to  my  experience,  a  more  com- 
fortable, safe,  and  effective  method  is  unquestionably  a 
great  desideratum.  The  plan  of  treatment  which  I  have 
described  is  nothing  more  nor  less  than  an  application  of 
some  of  the  principles  of  orthopedic  surgery  to  uterine  dis- 
tortions, and,  I  think,  will  accomplish  the  end  desired. 

Since  I  first  adopted  this  plan  of  treatment,  now  nearly 
seven  years  ago,  I  have  relieved  a  number  of  most  unprom- 
ising cases,  such  I  am  sure  as  could  not  have  been  cured  by 
the  use  of  the  uterine  sound  and  the  stem  pessary.  These 
were  cases  in  which  one  or  both  ovaries  were  imprisoned 
and  unduly  compressed,  chiefly  by  the  supplementing  force 
residing  in  the  rectum.  These  are  the  cases  which  more 
frequently  than  any  others  suggest  the  performance  of  the 
bloody  operation  of  normal  ovariotomy  first  proposed  a 
few  years  ago  by  Dr.  Robert  Battey,  of  Georgia. 

A  large  proportion  of  cases  which  have  entered  my  ser- 
vice at  the  Woman's  Hospital,  of  the  State  of  New  York, 
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since  I  went  on  duty  in  March  last,  have  belonged  to  this 
class.  They  have  been  treated  by  the  plan  here  indicated, 
and  with  the  most  satisfactory  results. 

The  history  of  several  cases  which  fully  illustrate  my 
views  as  set  forth  in  this  paper,  could  be  given,  but  owing 
to  the  length  of  the  present  article  that  must  be  deferred 
until  some  future  date. 
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ABDOMEN,  See,  also,  Liver,  Hyda- 
tids of ;  Intestines  ;  Palpation  ; 
Ovariotomy ;  Ovary,  Cysts  of,  Tu- 
mors of,  etc. ;  Peritonitis  ;  Uterus, 
Prolapse  of;  Uterus,  Tumors  of 

CoppiNi.  *  Tumeur  volumineuse 
de  rabdomen  tres-remarquable  sous 
les  rapports  du  siege,  du  diagnostic 
et  de  I'autopsie.     Farts.     1877. 

DuPAS,  F.  *  Des  plaies  pene- 
trantes  simples  de  I'abdomen  par 
instruments  contoudants.  Paris. 
36  pp.     8°     1877. 

Habershon,  S.  O.  On  diseases 
of  the  abdomen,  stomach,  and  other 
parts  of  the  alimentary  canal.  8° 
3d  ed.     London.     1877. 

Passavant,  a.  *  fitude  sur  les 
contusions  de  I'abdomen  sans  plaie. 
Paris.    96  pp.     8°     1877. 

PoissoN,  L.  *  Contribution  a 
I'etude  des  phlegmons  de  la  paroi 
abdominale  anterieure.  Paris.  76 
pp.     8°     1877. 

lieopold.  Ueber  drei  Falle  von  Unter- 
leibsgeschwiilsten,  welche  anfanglich  fur 
Geschwiilste  der  weiblichen  Geschlechtsor- 
gane  gehalten  wurden,  spater  sich  aber  als 
Tumoren  der  Leber  resp.  der  Milz  heraus- 
stellten.  Ber.  u  d.  Wissensch.  Vortr.  d. 
med.  Gesellsch.  zu  Leipz.  1S77.  9.  —  Mi- 
chel. -\ — V-  Trois  operations  de  tumeurs 
abdominales.  Rev.  med.  de  I'est.  Nancy. 
VII.  20.  — Orvun,  H.  P.  Om  nogle 
Pusansamlinger  i  det  subperitoneale  Binde- 
vaev  i  forreste  Bugvaeg.  Gynaek.  og  Obst. 
Meddelelser.  Kj'dbenhavn.  I.  47-73- 
ABDOMINAL  Section.  See,  also, 
Pregnancy,  Extra-uterine  ;  Ute- 
rus, Tumor  of;  Ovariotomy;  Gas- 
trotomy ;  Laparotomy. 
ABORTION.  See,  also.  Hemor- 
rhage, Post-partum  ;  Labor,  Pre- 
mature, Induced  ;  Ovum  ;  Pla- 
centa, Diseases  of;  Placenta,  Re- 
tained. 

Aust-ILavnrence,  A.  £.  On  the 
diagnosis  and  treatment  of  miscarriages. 
M.  Times  &Gaz.   Lond.   1877.   II.   485. — 


Blaiii.  De  I'iodure  de  potassium  employ^ 
contre  I'accouchement  prematura.  Bull, 
gen.  de  therap.,  etc.  Par.  XCII.  79. — 
Cliarpentier.  Sur  les  signes  de  I'avorte- 
ment  pendant  les  premiers  mois  de  la  gross- 
esse :  with  discussion.  Ann.  d'hyg.  Par. 
2  ser.  XLVIII.  4S3-532.  —  Cirera.  -f- 
en  una  mujer  hidroemica.  Rev.  de  med. 
y  cirug.  pract.  Madrid.  I.  442 ;  457.  — 
Colombo,  G.  SuU'  anatomia  patologica 
dell' aborto.  Gazz.  med.  ital.-lomb.  Milano. 
7  s.  IV.  221. — Depaul.  Enfant  ne  avant 
terme  et  qui  n'a  pas  vecu ;  mere  syphilit- 
ique.  J.  d.  sages-femmes.  Par.  V.  257. — 
Kscobar  C.  Parto-prematuro  en  el  curso 
de  una  neumonia  i  de  viruela.  Rev.  m^d. 
de  Chili-  Santiago.  V.  292.  —  Gallard. 
De  I'avortement  au  point  de  vue  m^dico- 
Itigal.  Ann.de  gynec.  Par.  VIII.  1-24; 
90-109;  2S7-304;  328-355;  425-449.  — L,ie- 
gey.  Avortement  probablenient  produit 
par  une  nevralgie  lombo-abdominale. —  Nev- 
ralgie  lombo-abdominale  febrile  consecutive, 
simulant  les  douleurs  de  I'accouchement.  — 
Reflexions.  Courrier  med.  Par.  XXVII. 
333.  —  LiOgaiij  K.  F.  The  treatment  of 
abortion.  Louisville  M.  News.  III.  54. 
—  Penrose,  K.  A.  P.  Abortion  ;  its 
symptoms  and  treatment.  Med.  Rec.  N.  Y. 
XII.  817.  —  Snimonek,  P.  -|- fatal. 
Med.  &  Surg.  Reporter.  PhUa.  XXXVI. 
164.  —  Smitli,  P.  +  ....  at  six  and  a 
half  months,  with  general  dropsv  of  the 
foetus.  Tr.  Obst.  Soc.  Lond.  1876.  XVII. 
303.  —  Taylor,  A.  S.  Medical  evidence 
from  the  state  of  the  ovum  or  foetus  in  cases 
of  criminal  abortion.  London  M.  Rec.  V. 
93. — "Waddel,  T.  The  cause  and  pre- 
vention of  repeated  abortion.  Toledo  M.& 
S.J.  I.  i-ii;72.  Wlrth,  K.  Abor- 
tion.  Ohio  M.  Recorder.  Columbus.  I. 
502. 

ABSINTHE.     See  Abscess,  Pelvic. 

ABSCESS,  Pelvic.  See,  also,  CeUu- 
litis.  Pelvic;  Peritonitis;  Perime- 
tritis ;  Parametritis  ;  Lymphan- 
gitis, Post-pelvic;  Puerperal  Dis- 
eases, Peritonitis. 

Atlee,  "W.  F.  A  case  of  purulent  pel- 
vic effusion  that  opened  spontaneously  into 
the  vagina.  Am.  J.  M.  Sc.  Phila.  LX'XIV. 
107.  —  Balzer,  J.  Abc^s  du  ligament 
large  gauche  ;  pelvipdritonite  avec  abc^s 
pelvien  communiquant  avec  la  vessie  ;  r^tr^ 
cissement  du  rectum.  Progrfes  med.  Par. 
V.    852.     Also  Bull    Soc.   anat.   de   Par. 
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Lir.  402.— Browne,  F.W.  Pelvic  ab- 
scess situated  between  the  vagina  and  rec- 
tum, causing  intestinal  obstruction, —  abscess 
evacuated  from  the  vagina,  —  cured  with 
exception  of  a  very  small  sinus.  Med.  Times 
&Gaz.  Land.  1877.  II.  461.  —  Damon 
&  Sinclair.  -("••••  hsematocele ;  rup- 
ture of  abscess  into  pelvic  cavity ;  peritoni- 
tis; death.  Boston  M.  &  S.  J.  XCVII. 
452. _ — Dreyfous,  F.  Phlegmon  peri- 
uterin  suppure  avec  fusses  purulentes  dans 
la  fosse  iliaque  et  i  la  partie  superieure  de 
la  cuisse.  Bull.  Soc  anat.  de  Par.  4  s^r. 
II.  306  — Duncan,  M.  Immense  peri- 
metritic abscess.  Brit.  M.  J.  Land.  1877. 
II.  665. — Duncan,  M.  Cases  of  para- 
metritic abscess.  Brit.  M.  J.  Land.  1877. 
II.  849  — Magnin,  J.  Abces  perivagi- 
nal chez  une  jeune  femme  enceinte  de  deux 
mois;  absorption  de  sabine  et  d'absinthe; 
ouverture  spontanee  de  I'abcfes ;  continu- 
ation de  la  grossesse.  J.  de  m^d.  et  de 
chir.  prat.  Par.  XLVIII.  119. —  Oc- 
terlony,  J.  A.  Plaidoyer  en  faveur  de 
I'emploi  hatif  de  I'aspirateur  dans  las  phleg- 
mons pelviens.  Traduit  de  I'anglais  par  le 
Dr.  H.  Verdalle.  Gaz.  med.  de  Bordeaux. 
VI. _  556.  —  Ponte,  M.  M.  Flemon  peri- 
vaginal y  peri-uterino.  Escuela  med.  Car/i- 
cas.  1875-76.  II.  130.  —  Porak.  Com- 
munication directe  de  la  cavitd  periton^ale 
avec  le  rectum  par  I'ouverture  d'un  abcfes 
r^tro-utdrin.  Kyste  gazeux  de  la  pl^vre : 
tuberculose  ancienne ;  mort  par  poussi^e  tu- 
berculeuse  rdcente  du  poumon  et  des  reins. 
Progr^s  m^d.  Par.  V.  190.  Also  Bull. 
Soc.  anat.  de  Par.    4  s^r.     I.    711. 

ACIDS.     See,  also,  Labor. 

Dubois,  H.  A.  Some  uses  of  vaseline 
and  salicylic  acid  in  obstetrics.  Med.  Rec. 
N.  V.    XII.     19S. 

AFTER-PAINS.     See  Labor. 

AIR  in  Uterine  Veins,  Death  from. 
EsLEBEN,  A.     *  Plotzlicher  Tod 
in  Folge  von  Lufteintritt  in  die  Ute- 
rinvenen.     Marburg.     8°     1876. 

Osterloh,  P.  R.  Drei  Falle  von  Tod 
der  Entbundenen  durch  Eindringen  von 
Luft  in  die  Venen  des  Uterus  und  des  iibri- 
gen  Korpers.  Ber.  XXX.  a.  d.  k.  sachs 
Entbind.  Inst,  in  Dresden.  Leifz-  1876. 
II.     79. 

ALBUMINURIA.  See,  also,  Ure- 
mia ;  Eclampsia ;  Labor,  compli- 
cated with  contracted  Pelvis  ; 
Puerperal  Convulsions ;  Puerperal 
Diseases,  Peritonitis. 

Abbot,  S.  \i,  ■\-  at  the  seventh  month 
of  pregnancy ;  severe  gastralgia ;  induced 
labor;  recovery.  Boston  M.&  S.J.  XCVII. 
33 1 .  —  Langlet.  Albuminuric  pendant  la 
grossesse;  ^u^risonparlejaborandi.  Union 
mdd.  et  sclent,  du  nordest.  Reims.  I. 
177-189.  —  liawrence,  E.  A.  -f  .  .  .  . 
•without  eclampsia.  Brit.  M.  J.  Land. 
1877.  I.  738.  Ross.  Acute  Bright's  dis- 
ease, accompanying  pregnancy :  miscarriage, 
peritonitis,  death,  autopsy.  Canada  M.  & 
S.  J.  Montreal.  441.  — Anasarque  et  as- 
cite  albuminuriques  pendant  la  grossesse. 
Gaz  des  hop.    Par.    1%-jh.     XLIX.     977. 

ALCOHOL.  See  Uterus,  diseases 
of. 


I  ALIMENTATION.     See  Milk. 

AMAUROSIS 

Herter.  Hysterische  Amaurose.  Char- 
ity-Ann. j5^r/.  11.(1875).  527. —"Weber, 
F.  Beitrag  zur  Casuistik  der  Schwanger- 
schafts-  und  Wochenbett-Amaurosis.  St. 
Petersb.  med.  Wchn^chr.     II.     261. 

AMENORRHEA. 

Blake,  J.  G.  Amenorrhoea,  applica- 
tion of  electrical  current,  recovery.  Boston 
M.&S.  J.  XCVI.  594.— Duncan,  J. 
M.  -f-  +  .  .  .  .  from  absence  or  atrophy 
of  the  internal  genital  organs.  Lancet. 
Land.  1877.  I.  836. — I.edouble.  In- 
filtration sanguine  des  membres  inferieurs  ; 
ecchymoses  cutanees,  purpura,  coincidant 
avec  une  suppression  menstruelle.  Ann.  de 
gynec.  Par.  VII.  290. — Watts,  B. -|- 
....from  sloughing  away  of  the  uterine 
mucous  membrane.  Am.  J.  Obs.  N.  Y. 
X.  664.  — Wveth,  J.  A.  -f.  ...hyste- 
ria.    N.York  M.J.    XXVI.     399. 

AMMONIA.     See  Ovary,  Cysts  of. 

AMNION.  See  also,  Puerperal  Con- 
vulsions. 

GuiLLEMET,  V.  Contribution  i 
I'etude  de  I'hydramnios.  Paris.  S** 
1876. 

Ahlfeld,  r.  Zur  Frage  iiber  die 
Quelle  des  Fruchtwassers.  Deutsche 
Ztschr.  f.  prakt.  Med.  Berl.  485.  — 
Alllfeld.  Ueber  einen  eigenthiimlichen 
Amnionfaden.  Arch.  f.  Gynaek.  Berl. 
XII.  154.— Berry,  "W.  +.  Lancet. 
Land.  1877.  II.  534.  —  Feliling.  Ueber 
Menge  und  Bestandtheile  des  Fruchtwas- 
sers (Discussion).  Arch.  f.  Gynaek.  Berl. 
XII.  331.  —  L,e  Roy  de  I^angevini^re. 

-f- Augmentation  brusque  du  volume  de 

I'ut^rus  i  s  mois.  Accouchement  gemel- 
laire  entre  6  et  7  mois.  Moyen  simple  de 
rendre  I'^coulement  des  eaux  intermittent 

Ann^e  mdd.     Caen.     1876.     I.     116. — 

Ijuneau.  Observation  d'hydramnios :  dys- 
tocie  causae  par  le  volume  excessif  de  I'en- 
fant.  Movement  m^d.  Par.  XV.  210. — 
Procliownick,  Ii.  Beitrage  zur  Lehre 
vom  Fruchtwasser  and  seiner  Entstehung. 
Arch.  f.  Gynaek.  Berl.  XI.  304.  —  Pro- 
cliownick, Li.  Nachtrag  zu  :  Beitrage 
zur  Lehre  vom  Fruchtwasser  und  seiner 
Entstehung.  Arch.  f.  Gynaek.  Berl.  XI. 
561- 

AMPUTATION,  Spontaneous,  in 
the  Uterus.  See  Fetus,  Malforma- 
tions of. 

ANASARCA.  See  Albuminuria  in 
Pregnancy. 

ANESTHESIA   in  Obstetrics. 

Campbell,  C.  J.  Considerations 
nouvelles  sur  I'anesthesie  obstetri- 
cale.     Paris.     224  pp.     8°     1877. 

Desbrosse.  De  I'anesthesie  dans 
I'liemiplegie  hysterique.  Paris.  8° 
1876. 

Campbell,  C.  J.  De  la  narcose  uterine 
directe  pendant  I'anesthesie  obstctricale.  J. 
de  th{5rap.  Par.  IV.  561-571 ;  614-626. 
I>anet.  + complete  de  la  region  uter- 
ine pendant  I'accouchement,  accidents  puer- 
pi^raux  lardifs.    France  m^d.  Par.  XXIV. 


GYNECOLOGICAL  INDEX. 


429 


146.  Pajot.  De  I'anesthesie  homoeopath- 
ique.  Ou  demi-anestWsie  dans  les  accouch- 
ments  naturels.  Ann.  degynec.  Far.  VIII. 
^01-412.  —  Small,  H.  N.  Ansesthetics 
in  Obstetrics.  Proc.  Maine  M.  Ass.  VI. 
141.  —  Storer,  H.  R.  As  to  the  practi- 
cally absolute  safety  of  profoundly  induced 
anaesthesia  in  childbirth  as  compared  with 
its  employment  in  general  surgery-  Kdinb. 
M.J.  XXII.  741.  — Tarnier.  Chloro- 
form i  faible  dose  dans  raccouchement.  — 
Anesthesie  visc^rale.  —  Coliques  de  plomb. 

—  Reflexions.  J.  de  med.  et  de  chir.  prat. 
Par.  XLVIII.  352.  —  Yandell,  L.  F. 
Anaesthetics  in  parturition.  Tr.  Kentucky 
M.  Soc.     1S77.     52. 

A.NTISEPTICS,  See,  also,  Genital 
Organs,  Ovariotomy. 

£gli-Siiiclair.  Die  antiseptische  Be- 
handlung  der  Puerpera.  Cor.-Bl.  f.  schweiz. 
Aerzte.  Bertt.  VII.  637.  —  Feliliiig, 
H.  Ueber  den  Werth  eines  antiseptischen 
Verfahrens  in  der  geburtshilflichen  Praxis. 
Med.  Cor.-Bl.  d.  %vurtemb.  arztl.  Ver. 
Stutig.  XLVII.  265.  —  Scliiicking,  A. 
Eine  streng  antiseptische  Behandlung  der 
Puerperalwunden.  Ceutralbl.  f.  Gynak. 
Leipz.     I.     33. 

AORTA,  Compression  of.  See  Hem- 
orrhage, Post-partum. 

APHASIA.     See  EmboUsm. 

APOPLEXY.  See  Pregnancy,  Com- 
plications of, 

ASCITES.  See  Albuminuria  ;  Ovary, 
Cysts  of ;  Ovary,  Cancer  of ;  Pla- 
centa, Diseases  of. 

ASPIKATOR;  See  Abscess,  Pelvic; 
Cellulitis,  Pelvic. 

ATMOSPHERIC  Pressure.  See 
Placenta  Previa,  Retained. 

AUSCULTATION  in  Obstetrics. 
See,  also.  Fetus. 

Charcot,  F.  *  fitude  sur  la  per- 
sistance  du  bruit  de  souffle  uterin 
apres    I'accouchement.     Paris.     4° 

1877. 

Cumming,  J.  Note  on  the  use  of  the 
stethoscope  in  Obstetrics.  Edinb.  M.  J. 
XXII.  1002.  —  Depaul.  De  Tausculta- 
tion  obstetricale.  J.  des  sages-femmes-  Pur. 
V.  321;  329.  —  Maggia  31.  Richerche 
sulla  sede  del  soffio  materno.  Gazz.  med. 
ital.,  prov.  yen.    Padova.     XX.     134;  139. 

—  Stoltz.  Note  suppl^mentaire  sur  le 
souffle  uterin.  Arch,  de  tocol.  Par.  IV. 
335- 

BARTHOLIN'S  Gland.  .SV^  Vulvo- 
vaginal Gland. 

BASEDOW'S  Disease.  See  Preg- 
nancy, Complications  of;  Uterus, 
Inflammation  of. 

BATHS.  See,  also,  Hemorrhage, 
Post-partum. 

Ceclerstrom,  C.  Om  bad  under  grin- 
nans  menstruation  och  grosses?.  Hygiea. 
Stockholm.  XXXIX.  92.  — KiScli,H. 
Die  Baln^oth^rapie  der  Frauenkrankheiten. 
Wien.med.Presse.  XVIII.  624;686;7i6; 
811;  879;  974;  1036;  IIOI. 


BINDER.  See  Hemorrhage,  Post- 
partum. 

BIRTH-RATE.     See  Labor. 

BIRTHS,  Multiple.  See,  also.  Hem- 
orrhage, Post-partum  ;  Labor, 
Complicated  ;  Quadruplets  ; 
Quintuplets  ;    Twins. 

Puech,  A.  De  la  repetition  des  ac- 
couchements  multiples.  Ann.  de  gyn^c. 
Par.  VII.  264-282. —Boy.  (Couches 
ayec  sept  foetus.)  Rev.  med.  frang.  et 
Strang.     Par.     I.     255. 

BLADDER,  Abnormities  of. 

Alilfeld,  F.  Die  Entstehung  des  Na- 
belschnurbruches  und  der  Blasenspalte. 
Arch.  f.  Gynask.     Berl.     XI.     85-109. 

BLADDER,  Diseases  of.  See,  also. 
Uterus,  Cancer  of ;  Uterus ;  Ute- 
rus, Versions  of. 

GiRARD,  E.  *  De  la  cystite  pseu- 
do-membraneuse.  Paris.  72  pp. 
8°     1877. 

Marlet,  a.     *  De  la  cystite  et 

ses  differentes  varietes.  Paris.  1877. 

MoNS,  L.    *  De  la  cystite  dans  la 

grossesse   et   dans   I'accouchement. 

Paris.     56  pp.     4°      1877. 

Marcliand,  F.  &  Sdiiiklng,  A. 
Ueber  die  Tuberculose  der  weiblicheu  Ham- 
blase.  Arch.  f.  Gynaek.  Berl.  XII. 
433-447.  Moritz.  Ausstossung  eines  ne- 
krotischen  Stiickes  Harnblase  nach  Reposi- 
tion einer  retrovertirten  schwangeren  Ge- 
barmutter.  Wien.  med.  Wchnschr.  XXVII. 
1241,  1268. 

BLADDER,  Foreign  body  in.  See, 
also.  Bladder,  Stone  in. 

Biiell,  E.  C.  A  couple  of  hair-pin 
cases.  Ohio  M.  &  S.  Reporter.  Cleveland. 
XI.     35- 

BLADDER,  Stone  in.  See,  also.  Fis- 
tula, Vesico-vaginal ;  Lithotomy ; 
Uterus,  Abnormities  of. 

Anowitzky,  p.  *  Blasentein  und 
Blasenschnitt  beim  Weibe.  yena. 
40pp.     8°     1877. 

Lemaire,  S.  *  Etude  sur  les  cal- 
culs  ou  kystes  de  la  vessie.  Paris. 
76  pp.     8°     1877. 

RoGiE,  E.  *  Calculs  chez  la 
femme,  etude  sur  leur  traitement. 
Paris.     88  pp.     8°     1S77. 

Biggar,  H.  F.  Successful  removal  of 
a  large  calculus  through  the  urethra  compli- 
cated with  vesico-vaguial  fistula.  Ohio  M. 
&  S.  Reporter.  Clevelitnd.  XI.  33. — 
Jones,  S.  Calculus  in  female  bladder  after 
operation  for  vesico-vaginal  fistula, —  nucleus 
a  bit  of  silver  wire.  Med.  Examiner.  Land 
II.  1059.  —  Sniytli,  S.  T.  -f  .  .  .  .  Car- 
bonate  of  lime  ....  Brit.  M.  J.  Land. 
1877.      I.     8og. 

BLOOD,  Transfusion  of.  See  Trans- 
fusion of  Blood. 

BLOOD,  Poisoning.     See  Pessaries. 

BREAST,  Abscess  of.  See  Breasl^ 
Inflammation  of. 
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BREAST. 

Clendinen,   A.      Nipple   pump.    Tr. 
M.    Soc.    N.  Jersey.      150.  —  Garland, 
O.   H.      +  .  .  .  .  supplementary  axillary 
mammas.     Edinb.  M.  J.     XXHI.     45. 
BREAST,  Cancer  of. 

Socln,  A.  -| — [-.  Jahresb.  chir.  Abth. 
Spit,  zu  Basel.     1876.     42. 

BREAST,  Diseases  of.  See  Nipples. 
Albert,  Ij.  Mastite  puerperale  double. 
—  Bons  effets  de  la  compression  et  des  r^- 
vulsifs.  Gaz.  m^d-chir.  de  Toulouse.  IX. 
201.  —  Benolt,  J.  et  Mouteils,  E. 
Hypertrophie  extraordinaire  des  mamelles 
sur  une  fiUe  agee  de  16  ans.  Montpellier 
m^d.  2  pi.  XXXVIII.  481-497.— Ue- 
paul.  Gangrene  du  sein.  J.  d.  sages- 
femmes.  Par-  V.  241.  —  Kleinwach- 
ter,  !L.  Mastitis  ausser  Zusammenhang 
mil  dem  Puerperium.  Centralbl.  f.  Gynak. 
Leipz.  I.  121.  —  JLauzet,  D.  Abcfes 
parenchymateux  du  sein  gauche;  abc^s  en 
bissac  ;  compression  methodique;  gu^rison. 
Marseille  m^d.  1876.  XIII.  340.  —  Ma- 
son, F.  Clinical  lecture  on  diseases  of  the 
breast.  Med.  Exam.  Land.  II.  27J  44. — 
Miller,  H.  On  a  new  preparation  for 
allaying  irritation  of  the  actively  secreting 
mammary  glands.  Edinb.  M.  J.  XXIil. 
491. —  Moore,  A.  A.  Phytolacca  decan- 
dra  in  the  treatment  of  mastitis.  Virginia 
M.  Monthly.  Richmond.  TV.  127.  — 
Swan,  C  W.  Mammary  abscess  during 
pregnancy.  Boston  M.  &  S.  J.  XCVI. 
15.  — Woodman,  W.  B.  On  the  pre- 
vention of  mammary  abscesses  by  the  appli- 
cation of  the  principle  of  rest.  Tr.  Obst. 
Soc.  Lend.     1876.     XVII.    9. 

BREAST,  Tumors  of. 

Labbe,  L.  and  Coijne  P.  Traite 
des  tumeur.s  benignes  du  sein.  Farts. 
8°     1876. 

Cras.  Observations  de  fibro-addnome 
du  sein  gauche  d'origine  trfes  ancienne ;  abla- 
tion, guerison.  Bull,  et  mem  Soc.  de  chir. 
Par.  III.  N.  s.  13.  — Cruveilhier.  Ob- 
servation de  fibro-adenome  du  sein,  op^r^ 
pendant  la  lactation  ;  guerison  par  premiere 
intention.  Bull,  et  m^m.  Soc.  de  chir. 
Par.  II.  N.  s.  153.— Garel.  +  Sar- 
come  kystique.  Lyon  m^d.  XXIII.  460. — 
Ueath,  C.  Clinical  lecture  on  some  cases 
of  breast  disease.  Med.  Examiner.  Lond. 
1877.  II.  185.  — Monod,  E.  Ad^no- 
sarcome  du  sein.  Progrfes  med.  Par. 
ly.  924.  —  Socin,  A.  Involutionscysten 
beider  Mammae.  Jahresb.  chir.  Abth.  Spit, 
zu  Basel.  18^6.  46.  —  Socin,  A.  Sub- 
mammares  Lipom.  Jahresb.  chir.  Abth. 
Spit,  zu  Basel.     1876.     46. 

BREECH  Presentation.  See  Labor, 
Complicated. 

BRIGHT' S  Disease.  .5",?^  Albuminu- 
ria ;  Kidney,  Diseases  of ;  Puer- 
peral Diseases,  Fever. 

BROAD  Ligament.  See,  also,  Para- 
metritis ;  Cellulitis,  Pelvic;  Ova- 
ry, Cysts  of;  Varicocele. 

Hodge,  H.  L..  Cystic  disease  of  broad 
ligament,  ovary,  and  fibrous  tumors  of  the 
uterus.  Phila.  M.  Times.  VII.  281.— 
MerrlSt    Lymphangitis  purulenta  Ligam. 


lat.  sinistr.  Metastatische  Abscesse  unter 
der  Haut  und  Pleura.  Hyperasmia  et  CEde- 
ma  Cerebri.  Inter  Vitam  wahrend  einiger 
Tage  zweifejhafte  Diagnose  auf  Typhus. 
Tod  am  20  Tage.  Ber.  *  *  *  a.  d.  k.  sachs. 
Entbind.  —  Inst,  in  Dresden.  Leipz.  1876. 
II.  97.  —Parish,  TV.  H.  — Death  from 
rupture  of.     Am.  J.  Obst.    N.  Y.    X.    484. 

—  Poulain,  A.  Adeno-lymphangite  post- 
pubienne.     Arch,  de  tocol.    Par.    IV.  689. 

—  Weinlechnerj  J.  Cyste  des  rechten 
Ligamentum  ovarii  latum.  Ovariotomle, 
richtiger  Laparotomie,  Genesung.  Ber. 
d.  k.  k.  Krankenanst.  Rudolph-Stiftung. 
in  Wien.     1876.     406. 

CALCULUS,  Uterine. 

Ariza,  K.  Analisis  histologico  de  una 
concrecion  extraida  de  la  matriz.  Anfiteatro 
anat.  Madrid.  V.  5.  —  Vieta,  A.  Mas 
sobre  calculus  de  la  matriz.  Anfiteatro 
anat.  espaii.     Madrid.     V.     143. 

CALENDAR. 

Pfeiffer,  L.  Hiilfs-und  Schreib- 
Kalender  fiir  Hebammen  und  Kran- 
kenpflegerinnen.  1878.  Berlin.  160 
pp.     8°     1877. 

CANCER.  See  Uterus,  Cancer  of; 
Breast,  Cancer  of. 

CARBOLIC  Acid.  See  Labor ;  Pu- 
erperal Diseases,  Fever. 

CAUTERY.  See  Uterus,  Inflam- 
mations of;  Uterus,  Inversion  of; 
Uterus,  Occlusion  of. 

CELLULITIS,  Pelvic.  See,  also. 
Abscess,  Pelvic ;  Hematocele,  Pel- 
vic ;  Lymphangitis. 

Mary,  G.  fitude  sur  une  forme 
d'adeno-lymphite  peri-uterine.  Paris. 
68  pp.     8°     1877. 

Dreyfous,  F.  Phlegmon  peri-uterin 
suppur^  avec  fusees  purulentes  dans  la  fosse 
iliaque  et  k  la  partie  superieure  de  la  cuisse. 
Ganglion  retro-pubien,  son  existence,  son 
si^ge,  ses  rapports.  Progr^s  m^d.  Par.  V. 
612.  — Hale,  J.  +.  Tr.  Kentucky  M.  Soc. 
1877.  140.  —  McDowell,  C.  C.  Treat- 
ment of  pelvic  cellulitis  by  muriated  tincture 
of  iron  and  sulphate  of  quinia.  Virginia  M. 
Monthly.  Richmond.  III.  851.  — Mc- 
Graw,  T.  A.  +  +.  Detroit  M.  J.  I. 
641.  —  Octerlonj^,  J.  A.  A  plea  for  the 
early  use  of  the  aspirator  in  pelvic  cellulitis. 
Virginia  M.  Monthly.    Richmond.     IV.    7. 

—  Orum,  H.  P.  Om  Massagebehandlin- 
ger  ved  nogle  parametritiske  Exsudater. 
Gynsek.  ogObst.  Meddelelser.  A7'<7^?«Aaz/«. 
I.  63.  — Otis,  E.  O.  +....  with  serous 
evacuations.  Boston  M.  &  S.  J.  XCVII. 
460. — Schorr,  J.  Cellulitis  periuterina. 
Allg.  med.  Central-Ztg.  Berl.  XLVI. 
193.  —  Sutton.  Pelvic  cellulitis.  Brit. 
M.  J.     Lond.     1877.     I.     423. 

CEPHALOTOMY.  See  Cramoto- 
my. 

CEPHALOTRIPSY,  See,  also.  Cra- 
niotomy ;  Labor,  Complicated  ; 
Labor  complicated  with  Contract- 
ed Pelvis. 
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Cred^.  Ueber  Kephalothrypter  und 
Kranioldaster :  with  discussion.  Arch.  f. 
Gvnsek.  Berl.  XII.  275-287. —  Hicks, 
J.  B.  +  +.  Tr.  Obst.  Soc.  Lond.  1876. 
XVII.  49.  —  Pasquali,  E.  Angrustia 
pelvica,  trapanazione  e  cefalotrissia.  Gazz. 
med.  di  Roma.  III.  125. — Steinsclinss, 
H.  Ein  Fall  von  Osteomalacie  der  Beck- 
enknochen.  Chron.  Verlauf  mit  intercurr. 
Schwangerschaften.  Kiinstliche  Entbindung 
nach  Perforatio;.  des  Kindskopfes.  Med.- 
chir.  Central-Bl.  IVien.  XII.  245. — 
£crasement  du  crane  fcetal.  Modifications 
du  c^phalotribe ;  conseil  pratique  ;  instru- 
ments attaquant  directement  la  base  du 
crane ;  cephalotripsie  intracranienne  ;  trans- 
formation du  crane.  J.  de  med.  et  de  chir. 
prat.     Par.     XLVIII.     iqg. 

CERVIX  Uteri.  See  Uterus;  Ute- 
rus, Cervix  of. 

CESAREAN  Section.  See,  a/so,TJte- 
rus,  Extirpation  of;  Uterus,  Rup- 
ture of. 

Mesterton,  C.  B.  *  Ett  Kej- 
sarsnitt.     Upsala.    8°     1877. 

Bechmann,  F.  +  .  .  .  .  wegen  Carci- 
noma Uteri.  Berl.  klin.  Wchnschr.  XIV. 
293.  —  Bergesio,  L.  Considerazioni  sullo 
operazioni  che  si  debbono  esequire  sulla  don- 
na morta. —  Storia  clinica  di  un  taglio  ce- 
sareo  post  mortem  su  d'una  donna  gravida 
di  sette  mesi.  —  Estrazione  d'un  feto  vivo. 
Osservatore.     Torbio.     XIII.      641;    657; 

689.  —  Buckell,  £.     -f postmortem 

transposition  of  viscera.  Brit.  M.  J.  Lond. 
1877.  II.  135.— De  Marr,  J.  C.  +. 
Weekbl.  Nederl.  Tijds.  v.  Geneesk.  Atn- 
sterdam.  489. — Edmunds.  -|- +.  Cjes- 
arean  section.  Proc.  M.  Soc.  Lond. 
1875-1S77.  III.  129.  —  Egan,  J.  C.  -Hi-. 
N.  Orl.  M.  &  S.  J.  V.  35-  —  Jenks,  E. 
W.  -)-....  after  seven  days'  labor.  Am. 
J.  Obst.  N.  Y.  X.  606.  —  Jewett,  C. 
-\-  .  .  .  .  post-monem.  Proc.  M.  Soc.  County 
Kings.  Brooklyn.  II.  332. — Oswald, 
J.  IV.  J.  -|-  .  .  .  .  deformed  pelvis.  Tr. 
Obst.  Soc.  Lond.  1876.  XVII.  378.— 
Boutli  &  others.  Caesarean  section  : 
discussion  on.  Proc.  M.  Soc.  Lond.  1875- 
18^7.  III.  130.  —  SUlbinski.  +.... 
mit  gliicklichen  Erfolge  fur  Mutter  und 
Kind.  Wien.  med.  Presse.  XVIII.  1313.— 
Wasseige,  A.  -|-  +  Ann.  Soc.  de  m^d. 
d'Anvers.     XXXVIII.     3S6-401. 

CHILDBED.  See,  also,  Puerperal 
Diseases  ;  Pregnancy ;  Uterus. 

Garrigues,  H.  J.  How  long  ought 
Women  to  stay  in  bed  after  delivery. 
Proc.  M.  Soc.  County  Kings.  Brooklyn. 
II.     212. 

CHLORAL  in  Obstetrics.  See,  also, 
Labor ;  Puerperal  Convulsions  ; 
Puerperal  Diseases,  Mania. 

Richardson,  "W.  X..  Hydrate  of 
chloral  in  obstetric  practice.  Tr.  Am. 
Gynec.  Soc.     Boston.     1876.     I.     246. 

CHLOROFORM.  See  Anesthesia 
in  Obstetrics  ;  Labor :  Labor,  Com- 
plicated ;  Placenta ;  Placenta  Pre- 
via. 

CHLOROSIS.  See  Phlegmasia  alba 
dolens. 


CHOREA  in  Pregnancy. 

Hazard,  W.  B.  Chorea  gravidaniin. 
St.  Louis  Clin.  Rec.  IV.  i.  —  Lyman, 
G.  H.  -I-.  Boston  M.  &  S.  J.  XCVI. 
420.  —  Richardson,  W.  Ij. -|- dis- 
appearance after  delivery.  Boston  M.  & 
S.  J.     XCVII.    54. 

CHORION,  Hydatids  of. 

Earle,  C.  W.  Hydatidiform  degener. 
tion  of  the  chorion.  Chicago  M.  J.  & 
Exam.     XXXIV.     52. 

CIRCUMCISION  of  Girls. 

Duhoiisset.  De  la  circoncision  des 
filles.  Bull.  Soc.  d'anthrop.  de  Par.  2  s. 
124-135- 

CLIMACTERIC.     See   Menopause. 

CLITORIS.     See  Vaginismus. 

COITUS.  See,  also,  Vagina,  Hem- 
orrhage from. 

Meissner.  Ueber  die  Hygiene  der  Co- 
habitationen.  Arch.  f.  Gynaek.  Berl.  XI. 
400. 

COLOSTRUM.     See  Milk. 

COMMEDONES.     See  Fetus. 

CONCEPTION. 

Kohde.  Ueber  Conceptionsfieber.  Allg. 
med.  Centr.-Ztg.  Berl.  XLVI.  797.  — 
Turner,  W.  M.  A  conception  without 
menstruation.  PhUa.  M.  Times.  VII. 
147- 

CONVULSIONS.  See  Albuminuria ; 
Puerepral  Convulsions. 

CORD  Umbilical.  See  Umbilical 
Cord. 

CORSETS. 

Ivifere,  R.  Du  corset.  Rev.  de  litter, 
med.     Par.     1876.     I.     5. 

CRANIOTOMY.  See,  also,  Cephal- 
otripsy ;  Labor,  Complicated  ;  La- 
bor, Abnormal  Presentations ; 
Puerperal  Convulsions ;  Uterus, 
Retroversion  of,  in  Pregnancy. 

Barber,  R.  D. -1--I-.  Tr.  Minnesota 
M.  Soc.  Si.  Paul.  1876.  71. — Binet, 
E.  Sur  un  cas  de  dystocie  survenue  apres 
la  premiere  couche  ;  craniotomie  :  mort  de 
la  mere  une  heure  apres  I'op^ration.  Bull, 
gen.  de  therap.,  etc.  Par.  XCII.  76. — 
Faye.  Perforation,  Kranioklast,  Kefalo- 
trib  o.  fl.  Norsk.  Mag.  f.  Laege%'iden6k. 
Christiania.  VII.  285-314. —  Roper's  new 
craniotomy  forceps.  Obst.  J.  6r.  Brit. 
Lond.  V.  249.  —  "Wasseige.  Nouveau 
procede  de  craniotomie  par  le  lamineux 
cephalique.  Bull.  Acad.  rov.  de  med.  de 
Belg.  Brux.  3  s.  XI.  28S.  Also  Ann. 
Soc.   med. -chir.  de  Liege.     XVI.     306.  — 

Wasseige.  -f- -|- sur  le  vivant.     Bull. 

Acad.  roy.  de  med.  de  Belg.  Brux.  3  s. 
XI.  693-706. — Wiener,  M.  Kephal- 
othrj'ptor  oder  Kranioklast  ?  Arch.  f. 
Gynaek.     Berl.     II.     413-442. 

CROCHET.  See  Labor,  Instru- 
mental. 

CYSTITIS.  See  Bladder,  Diseases 
of. 

CYSTOCELE.  See  Vagina,  Pro- 
lapse  of. 
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DECAPITATION".      See   Embryot- 
omy. 
DELIVERY,     Post-mortem.      See, 
also,  Cesarean  Section. 

Reimaiux.  Ueber  Geburten  nach  dem 
Tode  der  Mutter.  Arch.  {.  Gynaek.  Berl. 
XI.  215-255. — Reimana.  Rodfe  groslie 
smert.  Sbornik  sochin.  Si.  Petersb.  1S76.' 
II.  92-117. 
DERMOID    CYSTS.      See    Ovary, 

Cysts  of. 
DIAPHANOSCOPE.   See,  also.  Ute- 
rus. 

Diaphanoscopy ;  history  and  description  of 
the  instrument  employed,  its  value  in  the 
diagnosis  of  pelvic  diseases.     Clinic.     Cin- 
cin.     XII.     179. 
DIPHTHERIA,     See  Placenta,  Dis- 
eases of. 
DIRTOCIA.      See    Puerperal    Con- 
vulsions. 
DIVORCE.     See  Genital  Organs. 
DOCIMASIA. 

Gelle.    Signe  nouveau  indiquant 
la  respiration  du  nouveau-ne  tire  de 
I'inspection  de  I'oreille.    8°     Paris. 
1876. 
DOUCHE,  Vaginal. 

Foster,  F.  P.  On  a  means  of  render- 
ing vaginal  injections  safe  and  efficient.  Tr. 
M.  Soc.  N.  Y.  2ig. 
DOUGLAS'  Pouch.  &^  Pelvis. 
DRAINAGE,  See  Ovariotomy, 
Cases  of;  Ovary,  Cysts  of;  Ute- 
rus. 

Liangenlbucll,  C.  Die  Drainage  des 
puerperalen  Uterus.  Ztschr.  f.  Geburtsh. 
u.  Gynak.  Stuttg.  II.  83-96. 
DYSMENORRHEA.  See  Menstru- 
ation ;  Hydrastis  ;  Mole  ;  Uterus, 
Cervix,  Incisions  of ;  Uterus,  Flex- 
ions of;  Uterus,  Inflammations 
of;  Uterus,  Versions  of. 

Bertrand,  C.  De  la  dysmenorrhee. 
Rev.  de  th^rap.  mi^d.-chir.  Far.  XLIV. 
574,  599.  —  Clienowetli,  W.  J.  Neu- 
ralgic dysmenorrhoea.  Am.  M.  Bi-weekly. 
Louisville.  VI.  221.  —  Haggertyj  R. 
S«  Neuralgic  dysmenorrhcea.  Detroit  M. 
J.  I.  571.  —  Neftel,  "W.  B.  A  contri- 
bution to  the  theory  of  dysmenorrhoea. 
Med.  Rec.  N.  Y.  XII.  627,  701.  — 
RocUwell.  A.  D.  Klectricity  in  the 
treatment  of  dysmenorrhcea.  Med.  Rec. 
N.  V.  XII.  685.  —  Sussdorf,  G.  E. 
The  etiology  of  dysmenorrhoea  considered 
in  relation  to  a  new  mechanical  plan 
of  treatment.  Med.  Rec.  N.  V.  XII. 
675.  —  Taylor,  W.  H.  Vomiting  con- 
nected with  dysmenorrhoea.  Brit.  M.  J. 
Land.  1877.  II.  207. —Torrance,  R. 
The  employment  of  liquor  ammonije  acetatis 
in  dysmenorrhoea.  Brit.  M.  J.  Lond.  1877. 
II.  106. 
DYSMENORRHEA,  Membranous. 
Bordier,  A.  +.  Gaz.  hebd.  de  nif^d. 
Par.  2  s.  XIII.  52.  —  Ferreau.  Dys- 
menorrhee membraneuse.  Bull.  Soc.  m^d. 
de  Reims..    No.  15.    8.     i  PI.  —  Gautior. 


De  la  pathog^nie  de  la  dysmenorrhee  mem- 
braneuse. Ann.  de  gynec.  Par.  VIII. 
412-424.  —  Hunter,  -f-.  Am.  J.  Obst. 
AT.  v.  X.  642.— I^iebman,  C. -f.  Re- 
sic.  san.  d.  Osp.  civ.  di  Trieste.  1876.  II. 
197.  —  Rosser,  J.  C -1-.  Tr.  Minnesota 
M.  Soc.  III.  — Santos,  F.  dos.  -\-  -}-. 
Rev.  med.  Jiio  de  Jan.  1876.  III.  237- 
246;  543-651. —Williams,  J,  The  pa- 
thology and  treatment Obst.  J.  Gr. 

Brit.    Land.     V.     251. 
DYSPAREUNIA.     See,  also,  Vagin- 
ismus. 

Steger,  R.  "W.    -}-.     Nashville  J.  M. 
&  S.     N.  s.    XX.    279. —Thomas,  T. 
G.     -t-.     Med.  &  Surg.  Reporter.     Phila. 
XXXVII.    351.— Warren,  J.  S.    Am, 
J.  Obst.     N.  Y.     X.     34- 
DYSTOCIA.    3'(r  Craniotomy ;  Em- 
bryotomy ;   Labor,    Complicated ; 
Labor     Complicated    with    Con- 
tracted Pelvis ;  Labor   Complica- 
ted with  Tumors. 
ECBOLICS.      See   Ergot,  Quinine. 
ECCHYNOCOCCI.       See      Labor, 

Complicated  with  Tumors. 

ECLAMPSIA.      See    Albuminuria, 

Uremia;    Puerperal  Convulsions; 

Uterus,  Tumors  of. 

ELECTRICITY.  See  Amenorrhea ; 

Dysmenorrhea ;   Infant ;  Sciatica. 

ELECTROLYSIS.        See      Ovary, 

Cysts  of. 
ELEPHANTIASIS  of  the  Genital 
Organs.     See,  also,  Vulva,  Inflam- 
mation of. 

Gellard,  H.  *De  I'elephantia- 
sis  vulvaire  chez  les  Europeens,  8° 
60  pp.     Paris.     1877, 

Villeneuve,  1..  Elephantiasis  de  la 
grande  levre  droite.  Ablation,  guerison. 
Marseille  med.  XIV.  253.  i  PI. 
EMBOLISM.  See,  also.  Labor,  Sud- 
den Death  after  ;  Uterus,  Inflam- 
mation of;  Uterus,  Tumors  of, 

Napier,  A.  D.  L..  Puerperal  embo- 
lism. Aphasia.  Hemiplegia.  Recovery. 
Edinb.  M.  J.  XXIII.  222. 
EMBRYOTOMY.  See,  also.  Crani- 
otomy ;  Labor,  Comphcated ;  La- 
bor CompMcated  with  Tumors. 

Degner,  M.  *Ueber  die  Dekap- 
itation  des  Foetus.    8°     Greifswald. 

1877- 

Bailly.  -| — (-•  Deux  faits  de  decolla- 
tion du  foetus.  France  med.  Par.  XXIV. 
697.  —  Cliiamenti,  A.  +.  Gior.  veneto 
di  sc.  med.  Venezia.  3  s.  XXVII.  40. -j- 
Faye,  F,  C.  Embryotomi ;  Embryulci. 
Norsk  Mag.  f.  Larger.  Christiania.  1876. 
VI.  661.  —  Iiiebmann,  C.  -f-  .  .  .  .  tra- 
duit  par  le  Dr.  de  Soyre.  Arch,  de  tocol. 
}\ir.  IV.  545,609. — IAx6.  Remarques 
sur  un  CIS  ou  I'evisceration  partielle  a  pu 
remplacer  avantageusement  les  differents 
procedes  d'embryotomie.  Bull,  et  mem, 
■Soc.  de  chir.  de  Par.  III.  566-580.— 
Martel.      Rachitisme.      Presentation   de 
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I'epaule,  vari^t^  cubitale.  Embryotomie, 
mort.  Arch,  de  tocol.  Par.  IV.  486. — 
Taniier.  Embryotome.  Bull,  et  ni(?m. 
Soc.  de  chir.  de  Par.  III.  5.  —  Tebault, 
A.  6.  Rachiotomy  in  transverse  presenta- 
rions.     Virginia  M.  Monthly.     Richmond. 

IV.     33. — Torres,  G.     + practicada 

con  motivo  de  una  presentacion  de  tronco 
cuarenta  y  cuatra  heras  despues  de  haberse 
roto  las  menibranas.  Anal.  Soc.  ginec. 
espan.  Madrid.  III.  22:  rt/jc,  .Siglo  in^d. 
Madrid,  XXIV.  229.  —  Valerani,  F. 
Erabriotomia  per  distocia  fetale.  L'osserva- 
tore.  Torino.  XIII.  465.  —  Whittle,  G. 
Case  of  arm  presentation  requiring  thoracic 
embryulcia  and  disarticulation  at  the  shoul- 
der-joint. Lancet.  Land.  1877.  I.  556. 
EMBRYULCIA.  See,  also,  Embry- 
otomy. 

Liebmann,  C.      -{-.     Gior.  veneto  di 
sc.  nied.     3  s,     XXVI.     675-687. 
EMPHYSEMA.     See,   also,  Perine- 
um, Rupture  of. 

Burton,  H.  W.     Puerperal  emphyse- 
ma.    Brit.  M.  J.     Loud.     1877.     II.     663. 
ENDOCARDITIS.     See  Heart,  Dis- 
eases of. 
ENDOMETRITIS.    See  Uterus,  In- 
flammatioa  of;  Puerperal  Diseases, 
Pyemia. 
ENSIFORM  Cartilage. 

Polaillon.  Luxation  de  I'appendice 
xiphoide  pendant  la  grossesse.  Bull,  et 
mem.  Soc.  de  chir.  de  Par.  III.  9:  also. 
Union  med.  Par.  3  s.  XXIII.  323. 
EPILEPSY.  See  Hystero-neuroses ; 
Pregnancy,  Extra-uterine  ;  Ute- 
rus, Abnormities  of;  Uterus,  Cer- 
vix, Incision  of. 
ERGOT.  See,  also.  Hemorrhage, 
Post-partum  ;  Metrorrhagia ;  Pla- 
centa previa  ;  Uterus,  Inflamma- 
tion of;  Uterus,  Tumors  of 

Clendenen,  W.  M.  Ergot  in  parturi- 
tion. Month.  J.  South.  Ills.  M.  Ass.  Cairo. 
I.  14.  —  Cutllill,  J.  On  the  therapeutic 
action  of.  Obst.  J.  Or.  Brit.  Loud.  V. 
259.  —  LiOve,  W.  A.  On  the  post-partum 
use  of  ergot  in  obstetrical  practice.  Atlanta 
M.  &  S.  J.     XIV.     70s. 

ERO-OTINE.     See  Hemorrhage, 
Post-partum;  Uterus,  Tumors  of. 

EROTISM.     See  Uterus,  Abnormi- 
ties of. 

ERYSIPELAS.  ^V^- Uterus,  Inflam- 
tions  of. 

ESMARCH'S  Constrictor.    3",?^  Ute- 
rus ;  Cervix,  Amputation  of. 

ESTHIOMilNE.     See  Vagina,  Can- 
cer of. 

EVISCERATION.     See  Embryoto- 
my. 

EVOLUTION,    Spontaneous.      See 
Labor,  Abnormal  Presentations. 

EYE.    See,  also.  Puerperal  Diseases, 
Fever,  Septicemia. 
Tangny,  E.    *  Troubles  visuels 
VOL  III.  28 


nerveux  d'origine  uterine  simulant 
I'asthenopie  accommodative.  Paris. 
40  pp.     8"^     1S77. 

Pooley,  T.  R.    +.    Irido-choroiditis  in 

the  puerperal  state.  Tr.  M.  Soc.  N.  Y.     119. 

EXANTHEMA.    See  Menstruation, 

Anomalies  of. 
FACE   Presentations.      See  Labor, 

Complicated. 
FALLOPIAN     Tubes.       See,    also, 
Pregnancy,  Extra-uterine ;  Injec- 
tions, Intra-uterine. 

Biedert,  (P.)  Ueber  Sondirung  der 
Tuba  Fallopia;  und  iiber  Ursachen  und 
Folgen  der  Tubenerweiterung.  Berl.  klin. 
Wchnschr.  XIV.  602,618. — Leger.  Ad- 
herences  et  obliteration  des  trompes;  hdm- 
orrhagie  circonscrite  dans  I'ovaire  gauche 
rdduit  i  une  coque  fibreuse.  Bull.  Soc. 
anat.  de  Par.  4  s.  I.  620.  —  Poll^k, 
Ij.  Tobbrekeszii  petef^szektomlo ;  Kiirtds ; 
gyogyulAs.  Orvosi  hetil.  Budapest.  27. 
FECES  impacted. 

Griiiitli,  G.  de  G.     Faecal  accumula- 
tions, simulating  utero-ovarian  tumors.     Ed- 
inb.  M.  J.     XXII.     991. 
FECUNDATION.     See  Conception. 
FEMUR,  Dislocation  of,  in  Obstet- 
rics. 

Dellestable,  F.  *  Des  luxations 
du  femur  au  point  de  vue  des  ac- 
couchements.  Paris.  64  pp.  8° 
1877. 
FETUS.  See  Abortion  ;  Docima- 
sia ;  Labor,  Complicated  ;  Perine- 
um, Rupture  of;  Placenta  Previa; 
Puerperal  Convulsions  ;  Small- 
Pox ;  Urethra. 

Keller,  J.  *  Die  Volumvermin- 
derung  des  kindlichen  Schadels 
bei  seinem  Durchtritte  durch  das 
Becken.     Erlattgen.     8°     1877. 

KusTNER,  O.  Die  typischen  Ver- 
letzungen  der  Extremitatenknochen 
des  Kindes  durch  den  Geburtshiil- 
fer.  Halle.  54  pp.  8°  1877.  i  Taf. 
Boiiteiller.  Foetus  de  six  mois  atteint 
de  variole.  Union  m^d.  Seine  inf.  Rouen. 
XVI.  61. —  Church,  H.  M.  Notes  on 
a  case  of  hemiplegia  in  a  child  following  the 
application  of  the  forceps  at  birth.  Lancet. 
Lond.  1877.  II.  122:  also,  Obst.  J.  Or. 
Brit.  V.  401.  —  Kiistner,  O.  Die 
Comedonen-und  Miliumbildungim  Ge.sichte 
der  Neugeborenen,  ein  neues  Merknial  zur 
Bestimmung  der  Reife  oder  Nichtreife  der 
Frucht.  Arch.  f.  Gyna;k.  Berl.  XII. 
102-113.  I  Taf.  Also,  Centralbl.  f.  Gynak. 
Leipz.  I.  161. — Plaiitenga,  K.  Vagi- 
tus  uterinus.  Weekl.  v.  h.  Nederl.  Tydschr. 
V.  Geneesk.  Ainst.  569.  —Polaillon. 
Rapport  sur  un  cas  de  viability.  Ann.  d'hyg. 
publ.  et  de  m?d.  leg.  Par.  2  s.  XLVII. 
535-546.  —  Salnt-Cyr,  F.  Des  batte- 
ments  du  coeur  du  foetus,  comme  moyen  de 
reconnaitre  la  gestation  chez  les  femelles 
domestiques.  J.  de  mi.A.  vil.  et  de  zootech. 
3  ser.     Lyon.     II.     16.  —  Smith,  J.  L,, 
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Depression  in  right  side  of  thorax  from  in- 
tra-uterine  injury.  Obst.  J.  Gr.  Brit.  Am. 
Suppl.  Phila.  V.  6.  —  Tapret,  C. 
Fracture  du  crane  par  application  du  for- 
ceps, phenomfenes  de  compression  sur  les 
regions  motrices  c^rdbrales,  relevement  des 
fragments,  gudrison  immediate.  J.  de  med. 
et  de  chir.  prat.  Par.  XLVIII.  \i>z:  also, 
J.  d.  sc.  mdd.  de  Louvain.  II.  356. 
TETUS,  Malformation  of.  See,  also. 
Labor,  Complicated ;  Monstrosi- 
ties ;  Sacrum  ;  Twins  ;  Umbilical 
Cord. 

Boucour,  P.  Arrets  deddveloppement. 
Amputations  congf^nitales.  Bull.  soc.  anat. 
de  Par.  4  s.  1877.  I.  613.  —  Cliad- 
wick,  J.  R.  Umbilical  Hernia  in  the  Fe- 
tus. Tr.  Am.  Gynec.  Soc.  Boston.  I.  364- 
382. —  Clielius.  Ueber  angeborene  Miss- 
bildungen  der  Extremitaten.  Jahresb. 
Gesellsch.     f.    Nat.    u.     Heilk.    in    Dresd. 

1876.  53.  — Hogyes,  E.  Adat  az  emlos 
magzat  eletszivossagihoz.  Orvosi  lietil. 
Bitdapest.  461.  —  Huillet.  Persistance 
des  ouvertures  foetales  chez  quatre  enfants 
du  meme  pere  et  de  la  meme  m^re.  Nice 
mdd.  I.  396.  —  McClintock,  A.  H. 
Foetal  therapeutics.      Brit.   M.    J.     Lend. 

1877.  II.  513.  — Kizzoli.  4-  situi^e 
dans  la  region  sacrococcygienne  d'un  nou- 
veau-nd.  Arch.  gdn.  de  mdd.  Par.  6  s. 
XXX.  97-107.  —Rogers,  W.  E.  -f  in- 
cluded ftetation.  Am.  J.  M.  Sc.  P/iiia. 
LXXIV.  466.  —  Tait,  t,.  +  general 
dropsy  in  a  foetus.  Tr.  Obst.  Soc.  Lond. 
1876.  XVII.  307.  — 'Waiii-vvriglit,  A. 
M.  -|- of  both  legs ;  miscarriage,  recov- 
ery. Proc.  Connect.  M..  Soc.  Hartford. 
LXXXVI.     59. 

FETUS.     Effect  of  Maternal  Med- 
ication on. 

Cleveland,  J.  Ij.  Effects  upon  the 
fetus  of  medicines  given  to  the  pregnant 
woman.  Clinic.  Cinciti.  XII.  230.  — 
Gillette,  'W.  R.  The  narcotic  effects  of 
morphia  on  the  new-born  child,  when  ad- 
ministered to  the  mother  in  labor.  Am.  J. 
Obst.  N.  Y.  X.  612-623. — Lama- 
dritl,  <J.  J.  A  case  illustrating  "  the  in- 
fluence on  the  infant  of  medicines,  particu- 
larly narcotics,  administered  to  the  mother 
during  pregnancy  and  labor."  Am.  J.  Obst. 
N.Y.  X.  466. —L,iisk,W.T.  Morphia  in 
child-birth.  Am.  J.  Obst.  N.  V.  X.  413.  — 
Mimde,  Barker,  Peaslee,  Gillette, 
Tlioinas,  etc.  Discussion  on  the  influ- 
ence of  medicines,  particularly  narcotics,  on 
the  infant,  when  administerecl  to  the  mother 
during  pregnancy  and  labor.  Am.  J.  Obst. 
N.  V.  X.  300-335.  Partridge,  E.  L.. 
The  use  of  opium  and  morphia  during  preg- 
nancy and  parturition.     Am.  J.  Obst.    J^. 

r.  X.  5s». 
FETUS,  Maternal  Impressions  on. 
DoTV,  T.  C  Foetus  in  utero,  with  re- 
marks on  paternal  and  maternal  influences. 
Virginia  M.  Monthly.  Richmond.  IV. 
182.  —  HIU,  J.  L,.  -\-.  Med.  &  Surg.  Re- 
porter. Phila.  XXXVI.  _  73.  — Hunt, 
S.  H.  "  Maternal  impressions  on  the  foe- 
tus." Tr.  M.  Soc.  N.  Jersey.  226. — Lee, 
R.  J.  "  Maternal  impressions."  Lancet. 
Lond.  1877.  II.  651. — Southard,  L. 
4-.  Tr.  M.  Soc.  N.  Jersey.  1877.  188.— 
The  influence  of  maternal  impressions  dur- 


ing the  i^regnant  state  in  the  production  of 
deforraitiesin  the  offspring.  Bait.  Phys.  & 
Surg.     1S76.     V.     46. 

FETUS,  Retained. 

Baker,  S.  F.  +.  Med.  &  Surg.  Re- 
porter. Phila.  XXXVI.  122. —  Day, 
E.  A  fcetus  arrested  in  its  development  at 
the  fourth  month,  and  carried  to  the  full 
period  of  gestation  ;  or,  two  hundred  and 
seventy-six  days.  Chicago  M.  J.  &  E.'cam. 
XXXIV.  410.  —  Forster,  J.  Zur 
Kenntniss  der  sog.  Kalbsmumien.  Ztschr. 
f.  Biol.  Mihichen.  XIII.  299.  —  Mc- 
Call,  J.  -(-•••  .twelve  months.  Ohio.  M. 
Recorder.  Columbus.  II.  207.  —  Ponte 
M.  M.  +  durante  seis  meses.  —  flebitis 
uterina  despues  de  la  expulsion.  —  curacion. 
Escuela  med.  Caracas.  1S75-6.  II.  241. 
Sliellenberg.  Fall  von  Langdauern  der 
Retention  einer  abgestorbenen  Frucht  in 
der  Gebarmutter.  Arch.  f.  Gynaek.  Berl. 
XII.     4S2. 

FEVER.     See   Puerperal    Diseases, 
Fever  ;  Gastric,  etc..  Fevers. 

FIBROID.     See  Uterus,   Tumor  of, 

FISTULA,  Recto-vaginal.    See,  also, 

Fistula,  Vesico-vaginal ;  Rectum. 

Fevrier,  C.     *  Des  fistules  dans 

les  retrecissements  du   rectum.     8° 

60  pp.     Paris.     \'il1. 

Robert,  J.  F.  *  Des  fistules  dans 
les  retrecissements  du  rectum.  Paris. 
48  pp.     8°     1877. 

Cardenal,  S.  Tratamiento  operatorio 
de  las  fistulas  rectales  y  vaginales.  Arch. 
de  la  cirug.  Bared.  I.  72.  —  Duplay, 
S.  De  la  fistule  rectq_-vaginale.  Legon  re- 
cueillie  par  H.  Gafe.  Ecole  de  mdd.  Par. 
I.  — Laforgue.  De  la  rupture  de  la  cloi- 
son  recto-vaginale  pendant  I'accouchement. 
Rev.  mdd.  de  Toulouse.  1876.  X.  193. 
—  Miner,  J.  F.  Suggestions  as  to  a 
method  of  closing  recto-vaginal  fistula. 
Buffalo  M.  &  S.  J.  1876.  XVI.  83.— 
Warren,  J.  C.  -f.  Boston  M.  &.  S.  J. 
XCVI.     329- 

FISTULA,  Uretero-vaginal. 

Bandl,  L.  Zur  Entstehungund  Behand- 
lung  der  Harnleiterscheidenfisteln.  Wien. 
med.    Wchnschr.     XXVII.     721,  749,  769. 

FISTULA,  Vesico-Hypogastric. 

Frasey,  C.  L.  H.  *  fitude  sur  les 
fistules  vesico-hypogastriques.  Pai-is. 
48  pp.     8°     1877. 

FISTULA,  Vesico-uterine. 

Encinas,  S.  G.  -f-  vexico-uterina-vagi- 
nal.  Rev.  de  med.  y  cirurg.  prdct.  Madrid. 
I.  465.  — Egeberg.  -(-....  vesico-utero- 
vaginalis.  Norsk  Mag.  f.  Lasger.  Christi- 
ania.YlI.  615.  —  Mazzoni,  C.  -|- vesico- 
uterina.  Exissione  conica  del  collo  uterino. 
Applicazione  delle  pinzette  di  Museux  a 
modo  di  sutura  guarigione.  Clin.  chir.  n. 
Univ.  di  Roma.  1S76.  III.  75. — Rogo- 
wicz,  J.  Przypadek  raka  macicy  z  zajg- 
ciem  gruczolu  piersiomego  lewego,  etc., 
(fistula  vesico-uterina. )  Medycyna.  IVars- 
zania.     V.     741,  757. 

FISTULA,  Vesico-vaginal.  See,  also, 
Bladder,  Stone  in. 
Anway,   J.   D.     Complicated   vesico- 
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orethro-vaginal  fistula;  restoration  of  ure- 
thra, closure  of  fistula,  cur*.  Am.  J.  Obst. 
N.  y.  X.  74.  —  Bandl.  Zur  opera- 
tion der  Blasen-Scheidenfisteln.  Werlh  der 
Bozeinanschen  Operationsmethode.  Wien 
nied.  Wchnschr.  XXVII.  SSS,  0,7.  943, 
964;  logi,  1 1 13,  ti39,  1 163.  liozeman, 
N.  On  Kolpokleisis  and  other  allied  |  ro- 
cedures  as  means  of  treating  vesico-vagi- 
nal  fistule.  Beins  an  answer  to  the  arti- 
cle of  the  late  professor  Gustave  Simon, 
of  Heidelberg,  entitled  "A  comparison  of 
Bozeman's  operation  with  that  of  the  au- 
thor." Richmond  &  Louisville  M.  J. 
Louisville.  XXIV.  555. — Bozeniaii, 
N.  Kolpokleisis  as  a  means  of  treating  Ve- 
sico- Vaginal  Fistule  :  is  the  Procedure  ever 
necessary?  Tr.  Am.  Med.  Ass.  XXVIII. 
Burge,  J.  H.  H.  Recto-  and  vesico- 
vaginal fistula,  remarkable  recovery.  Arch. 
Clm.  Surg.  N.  y.  II.  13.— Camp- 
bell,  H.  !F.  Origin  and  history  of  calculi 
found  in  the  bladder,  .ifter  the  cure  of  vesico- 
vaginal fistula  by  operation.  Tr.  Am.Gynec. 
Soc.  Boston.  1S76.  I.  354.  — Cano,  N. 
Operacion  de  fistula  vesico-vaginal.  An.  de 
cien.  med.  Afadr.  III.  221,241.  —  Ca- 
tufTe.  Incontinence  d'ui  ine  ;  fistule  vesico- 
vaginale;  tuberculisation  des  organesgdnito- 
uriliaires.  Bull.  Soc.  anat.  de  Par.  4  s.  I. 
637  T  also.  Progres  med.  Par.  V.  g.  — 
Cooper,  G.  K.  Vesico-vaginal  fistula. 
Tr.  Georgia  M.  Ass.  Atlanta.^  XXVIII. 
77. — Dirnliofer,  A.  Fistula  vesico  va- 
ginalis. Med.-chir.  Central-Bl.  U'ieu.  XII. 
148. — Galabin,  A.  L..  +  the  result  of 
venereal  ulceration.  Obst.  J.  Gr.  Brit. 
Loud.  V.  _  iSi.  — Galan,  t.  -f.  Gf5- 
nio  mdd.-quir.  Madrid.  XX HI.  129. — 
Gonzalez  y  Bravo,  L.  +•  Siclo  mdd. 
Madrid.  XXIV.  74.  —  Hall,  W.  AV. 
-f -f .  Tr.  Mississippi  M.  Ass.  X.  1^7.— 
jacoby,  E.  Nogle  Bemserkninger  om 
Dodsfaldene  efter  de  blndige  vesikovaginal- 
fisteloperationer.  Gynaek.  og  Obst.  Med- 
delelser.  Ki'dbenhaz'n.  I.  70-83.  —  La- 
Itousse,  E.  -(-.  Guerison  ....  par  la 
cauterisation  simple.  J.  d.  sc.  med.  de  Lou- 
vain.  II.  601.  —  Mazzoni,  C.  -f-  .  .  .  . 
multiple  ;  metndo  americano  ;  guarigioiie  di 
prima  intenzione.  Clin.  chir.  n.  Univ.  di 
Roma.      1876.      III.      72,   74.  —  O'Kief, 

P.     -)-" with  retroversion  of  the  uterus. 

Canada  Lancet.  Toronto.  IX.  226.  — 
Cayiuoudaud,  E.  +•  J-  Soc.  de  med. 
et  de  pharm.  de  la  Haute-Vienne.  Limoges. 
1876.  1.  3-13. —  Kice,  C.  _A_.  _+.... 
successful  operation.  Tr.  Mississippi  M. 
Ass.  X.  121.  —  Kicliet.  Peritonite  sur- 
venue  chez  une  femme  portant  une  fistule 
vesico-vaginale.  Ecoledemed.  Par.  1876. 
III.  54."— Simon,  G.  On  the  operation 
of  vesico-vaginal  fistula.  A  comparison  of 
the  methods  of.  operation  of  Dr.  N.  Boze- 
mann  and  of  the  author.  Transl.  by  A.  C. 
Bernays.      Richmond    &    Louisv.     M.    J. 

XXIII.      55-99.  —  Socln,    A.      -I- 

abortus  5  Tage  nach  der  Operation.  Puerpe- 
ralfieber.  Tod.  Jahresb.  chir.  Abth.  Spit. 
zu  Basel.  1876.  47.  —  Trenliolme,  E. 
H.  Vesico-vaginal  fistula.  Tr.  Canada  M. 
Ass.  I.  169. — -Verneuil.  De  la  lethalitd 
der  fistules  vesico-vaginales  et  de  quelques 
accidents  rares  apr^s  I'exploration.  Ann. 
de  p>'nec.  Par.  _y\\.  1-33.  —  Walden- 
Btroni.  Atresia  urethn  :  fistula  vesico- 
vaginalis.     Upsala  Lakaref.     Fork.     XII. 


649.  —  "Weinlecliner,  J.  -{-.  Ber.  d. 
k.  k.  Krankenanst.  Rudolph. -Stiftung  in 
Wien.  1876.  .<oi. 
FORCEPS.  See,  also.  Fetus  ;  Labor, 
Complicated ;  Labor,  Abnormal 
Presentations ;  Labor  complicated 
with  Contracted  Pelvis  ;  Labor 
complicated  with  Tumors  ;  Labor, 
Instrumental ;  Labor,  Premature, 
Induced;  Perineum,  Rupture  of; 
Puerperal  Convulsions ;  Puerperal 
Diseases,  Uremia  ;  Salivation. 

Atkinson,  ^X.  B.  Med.  &  Surg.  Re- 
porter. Phi/a.  XXXVI.  191.— Budin, 
P.  Le  nouveau  forceps  de  M.  Tarnier. 
Bull.  gen.  de  therap. ,  etc.  Par.  XCII. 
212-223.  Ann.  degynec.  Par.  VII.  201- 
215.  Also,¥xo%rhsmi&.  Par.  V.  146. — 
Cliassagny.  Du  nouveau  forceps  de  M. 
Tarnier  et  de  la  methode  des  tractions  sou- 
tenues.  Bull.  gen.  de  therap.,  etc.  Par. 
XCII.  349-360;  402-414.  (i  pi.)  — Duns- 
ter,  E.  G.  The  use  of  the  ...  .  Tr.  M. 
Soc.  Mich.  1877.  —  Engel,  G.  Tanul- 
manyok  z  elegtelen  sziilfajdalmak  kezelese 
felett.  Orvosihetil.  Budapest.  :^XI.  937, 
969,1012. — Fornari,  r.  La  Chiave  ad 
uncino  acuto  nell'  idrocetalo  con  presenta- 
zione  pelvica.  Raccoglitore  nicd.  Forli.  4  s. 
VIII.  165.  —  Garipny.  Du  mode  d'ap- 
plication  du  forceps  dans  la  2'nc  position  du 
sommet,  la  tete  etant  encore  elevee  dans  I'ex- 
cavation.    Rev.  med.  de  Toulouse.    XI._   137. 

—  Hubert,  E.  Theorie  de  la  traction  et 
nouveaux  forceps.  J.  d.  sc.  mdd.  de  Lou- 
vain.  II.  145-157. —  Hunt,  D.  (Histor- 
ical.) Boston  M.  &  S.  J.  XCVI.  521.— 
M'Eerran,  J.  A.  Is  there  not  an  element 
wanting  in  the  construction  of  the  obstetric 
forceps?  Med.  &  Surg.  Reporter.  P/iila. 
XXXVII.  421,  441.  — McPherson,  J. 
T.    Ohio  M.  Recorder.   Columbus.    II.   206. 

—  Pajot,  C  Examen  du  forceps  i  ai- 
guilles. Ann.  degynec.  Par.  VII.   161-174. 

—  Pajot.  La  seconde  sur  le  forceps  k 
aiguille  de  M.  Tarnier.  Ann.  de  gyndc. 
P^r.  VII.  322-362. — Stoltz.  Les  nou- 
veaux forceps  du  Dr.  Tarnier.  Arch,  de 
tocol.  Par.  W.  321-335. —  Stuart,  F. 
H.  Obstetric  forceps,  with  short  and  long 
handles.  Am.  J.  Obst.  A^.  K.  _X.  650.— 
Tarnier,  S.  Discussion  relative  au  nou- 
veaux forceps Ann.  de  gyndc.     Par. 

VII.  241-264.  —Turney,  S.  D.  On  the 
use  of  the  obstetrical  forceps.  Ohio  M.  & 
S.  J.     Cohimbus.     N.  s.     II.     193. 

GALVANO-CAUTERY.  See  Ute- 
rus ;  Cervix,  Amputation  of. 

GALVANO-PUNCTURE.  See 

Ovary,  Cysts  of. 

GASTRALGIA.     See  Albuminuria. 

GASTRO-ELYTROTOMY. 

Skene,  A.  J.  C.  -I-  ...  A  second  sue 
cessful.     Am.  J.    Obst.     N.    Y.     X.     623. 

GASTROTOMY.  See,  also.  Lapar- 
otomy ;  Pregniancy,  Extra-uter- 
ine ;  Uterus,  Extirpation  of ;  Ute- 
rus, Rupture  of. 

Koeberle,  C  Retroversion  de  la  ma- 
trice  irreducible ;  constipation  opiniSjre  sui- 
vie  d'ileus ;  gastrotomie  et  ovariotomie  dans 
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lebut  de  fixer  la  matrice  d'une  mani^re  per- 
manente  i  la  parol  abdominale ;  guerison. 
Bull  et  mem.  soc.  de  chir.  Par.  N.  s.  II. 
64.  .(4 /.r<?  Arch,  de  tocol.  Par.  IV.  548. — 
Tackett,  J.  Gastrotomy  in  a  case  of  rup- 
ture of  the  uterus  during  labor.  Tr.  Missis- 
sippi M.  Ass.  X.  155.  —  Rupture  spon- 
tau^e  de  I'uterus ;  extraction  de  I'enfant  par 
la  gastrotomie  ;  guerison  de  la  mfere.  Arch, 
de  tocol.     Par.     IV.     362. 

GELSEMINUM.       See     Puerperal 
Diseases,  Peritonitis. 

GENITAL   Organs.      See,  also,  La- 
bia. 

Raulx,  a.  *  De  quelques  trou- 
bles des  fonctions  genitales  dans  la 
phthisic  pulmonaire  de  la  fetnme. 
Paris.     100  pp.     8°     1877. 

Galiudo,  J.  Anualacion.  de  matrimo- 
nio  por  incapacidad  de  la  mujer.  [Obser- 
vador  medico  de  Mejico.]  Corresp.  med. 
Madrid.  1876.  XI.  21,  30.  — Von  Hoff- 
mann, G.  Ueber  die  weiblichen  Genital- 
ien  eines  Schimpansen.  Ztschr.  f.  Geburtsh. 
u.  Gynak.  Stutt^.  II.  i.  2  PI.— Scliiick. 
ing,  A.  Wie  1st  eine  streng  antiseptische 
Behandlung  der  Wunden  des  weiblichen 
Genitalkanals  einzurichten  ?  Berl.  Klin. 
Wchnschr.  XIV.  369. — Scliweiger, 
Z>  A  noi  ivarszervek  helyi  kezelese,  tekin- 
tettel  a  fiirdo  —  gy6yAszati  eljarasra.  Or- 
vosi    hetil.      Budapest.      XXI.      364-366. 

—  Tauszky,  R.  Remarks  on  the  use  of 
the  laryngoscope  and  the  head-mirror  in 
gynecological  practice,  and  the  diseases  of 
the  larynx,  pharynx,  the  oral  and  nasal  cav- 
ities.    Clinic.     Cbicin.     XII.     290. 

GENITAL  ORGANS,  Abnormities 
of.     See,  also.  Amenorrhea. 

DUPONT,  B.  *  fitude  sur  le  de- 
veloppement  des  organes  genito- 
urinaires  a  propos  d'un  cas  nouveau 
de  vice  de  conformation  utero-vagi- 
nale.     Paris.     4°     1877. 

Raulx,  A.  *  De  quelques  troub- 
les des  fonctions  genitales  dans  la 
phthisic  pulmonaire  de  la  femme. 
Paris.     8°     1877. 

Andreini,  K.  Anomalie  delle  parti 
sessuali  d'una  bimba  ed'una  donna  niaritata. 
Bull.  d.  sc.  med.  di  Bologna.    XXIII.    354. 

—  Baker,  W.  H.  Arrest  of  sexual  de- 
velopment. Boston  M.  &.  S.  J.  XCVI. 
447.  —  Haussmann,  D.  Ueber  die  Be- 
handlung gewisser  Atresieen  der  weib- 
lichen Geschlechtsorgane.  Ztschr.  f.  Ge- 
burtsh. u.  Gynak.     Siuttg.     II.     211-222. 

—  Houze,  F.  Panatresie  g^nitale  de  la 
femme.  R^ponse  de  I'auteur  i  une  lettre 
sur  ce  travail  par  M.  Villeneuve.  Mar- 
seille med.  XIV.  78-88.  —  Johann- 
ovsky,  V,  Einige  Bildungsfehler  der 
weiblichen  Genitalien  u.  s.  w.  Arch.  f. 
Gynaek.  Berl.  XI.  371.  —  Lilebmann, 
M.  Zur  Casuistik  der  durch  regelwidrige 
Beschaffenheit  der  weichen  Geburtswege 
bedingten  Geburtshindernisse.  Ztschr.  f. 
Geburtsh.  u.  Gynak.     Stuttg.     II.     60-73. 

—  Sinety.  Examen  anatomique  des  or- 
ganes g^nitaux  d'une  hyst^rique.  Bull. 
Soc.  anat.  de  Par.  4  s.  I.  679.  Progrfes 
mdd.    Par.     V.     113. 


GENU-PECTOBAL  Posture.  See, 
also,  Labor ;  Labor,  Abnormal 
Presentations ;  Uterus,  Versions 
of. 

Campbell,  A.  S.  Pneumatic  pres- 
sure and  the  genu-pectoral  posture  in  the 
reduction  of  uterine  luxations.  "  A  reply 
to  Dr.  Doughty's  interrogatory."  Am. 
J.  Obst.  N.  Y.  X.  62.  —  Parvln,  T. 
The  genu-pectoral  position  in  shoulder  pre- 
sentation. Am.  Pract.  Louisville.  XV. 
26. 

GOITRE. 

l.auzet,  D.  +  .  . . .  determinant  I'as- 
phyxie  chez  une  femme  enceinte  de  7  mois 
et  demi  ;  saign^e ;  accouchement  pr^ma- 
tur^  ;  guerison.  Marseille  m^d.  1876. 
XIII.     343. 

GONORRHEA. 

Duncan,  J.  M.  Persistent  gonorrhoea 
of  the  duct  of  the  left  gland  of  Duverney. 
Lancet.     Land.     I.     313. 

GRAAFIAN  FOLLICLES.  See 
OvTilation. 

GUMS. 

Plnard,  A.  De  la  gingivit^  des 
fenimes  enceintes  et  de  son  traitement. 
Bull.  g^n.  de  therap.,  etc.  Par.  XCII. 
'57- 

GYNECOLOGY.  See,  also.  Hospi- 
tals, Lying  in;  Women,  Diseases 
of. 

Smith,  H.  Practical  Gynecol- 
ogy.     London.      Crown     12°      PL 

1877. 

Cliadvyick,  J.  K.  Expedients  in 
gynaecological  practice.  Boston  M.  &  S.  J. 
XCVII.  131.  —  Fritsch.  Demonstra- 
tion eines  transportabein  Apparat  (Bein- 
halter),  zur  Fixirung  der  Beine  bei  gynako- 
logischen  Operationen.  (Discussion.)  Arch, 
f.  Gynaek.  Berl.  XII.  313. —  Harden, 
V.  O.  A  contribution  to  the  statistics  of 
gynecology.  Boston  M.  &  S.  J.  XCVI. 
547. — Ireland,  J.  A.  A  short  sketch 
of  the  history  of  obstetrics  and  gynecology. 
Cincin.  Lancet  &  Observ.  N.  s.  XX. 
52S.— Jenks,  E.  W.  The  relations  of 
ancient  medicine  to  gynecology.  Detroit 
M.J.  I.  321-340. —Levison,  F.  Gyn- 
aekologien  ude  og  hjemme.  Hosp-Tid. 
Kjobeiih.  IV.  3^. — Kokitanski,  K. 
V.J  Jr.  Gynakologische  Mittlieilungen. 
Wien.  med  Presse.  XVIII.  10;  46;  78; 
113 ;  144;  173;  199;  230;  265;  298;  362;  393. 
—  Williams,  J.  The  progress  of.  Lan- 
cet. Land.  1877.  II.  483.  — Winckel,  F. 
Ueber  eine  neue  Methode  zur  Vervollstand- 
igung  des  Unterrichts  in  der  Gynakologie. 
Deutsche  m.  Wchnschr.  Berl.  III.  513. 
Also  Edinb.  M.  J.  XXIII.  499.  -Wing, 
C.  E.  The  specialty  of  diseases  of  women. 
Pacific  M.  &.  S.  J.  San  Fran.  '  XX. 
210. 
HEART,  Diseases  of 

DuRR,  O.  *  Eine  Statistik  von 
Endocarditis  im  Puerperium.  Ber- 
lin.     8°     1877. 

Fritscli,  H.  Zur  Physiologie  und  Pa- 
thologie  des  Herzens  bei  Schwangeren,  Ge- 
barenden,  und  Wbchnerinnen.  Schmidt's 
Jahrb.    Leipz.    CLXXIII.     193. —Mac- 
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donaldi  A.  On  the  bearings  of  chronic 
disease  of  the  heart  upon  jjregnancy  and 
parturition.  Obst.  J.  Gr.  Brit.  Lotid.  V. 
73-94;  145-169;  217-232;  289-308;  353-368; 
4 « 7-439  i  489- 5 « 7- 

HEMATOCELE,  Pelvic.     See,  also. 
Pregnancy,  Extra-uterine. 

Besnier,  J.  *  Contributioii-s  a 
I'etude  des  hematoceles  periute- 
rines  et  notamment  de  I'hemato- 
cele  par  neo-membranes  pelviennes. 
De  la  pachyperitonite  hemorrha- 
gique.  Par.  104  pp.  8°  1877.  Also, 
Ann.  de  gynec.  Far.  VII.  401-427  ; 
VIII.  no,  258,  355. 

CoTELLE,  T.  *  De  rhematocele 
peri-uterine.  Paris.  74  pp.  8° 
1877. 

Lacoste,  L.  *  De  I'hematocele 
peri-uterine  extraperitoneale.  Mont- 
pellier.     4°     1877. 

Bauer,  Jj.  Retro-uterine  haematocele 
or  malignant  pelvic  tumor  ?  that  is  the  ques- 
tion! Three  eminent  London  gynecologists 
unanimously  in  favor  of  malignancy ;  nature 
takes  exceptions  and  saves  the  patient.  St. 
Louis  Clin.  Rec.  III.  26S. — Bergel,  H. 
Uebereinen  Fall  von  Haematokele  Alse  Ves- 
pertilonis  sinistrse.  Arch.  f.  Gynsek.  Berl 
XL  377.  —  Brunton,  J.  Proc.  M.  Soc. 
Land.  1875-1877.  III.  116-118.  —  By. 
ford,  W.  H.  4-.  Chicago  M.  J.  &  Exam. 
XXXIV.  289.  Down,  L.,  and  Price, 
H.  E.  +•  Extra  peritoneal  ....  escap- 
ing from  pelvis  through  lesser  sacro-sciatic 
notch,  and  causing  swelling  of  the  buttuck,  — 
hasmorrhagic  diathesis.  Obst.  J.  Gr.  Brit. 
Land.  V.  455. — Duncan,  M.  -|-.  Brit. 
M.J.  Lo>id.  1S77.  II.  849.— Godson, 
Rogers  &  otliers.  (Discussion.)  Proc. 
M.  Soc.  Lottd.  1875-1S77.  III.  121.— 
Ue-witt,  G.  -j-  +.  Peri-uterine  haemat- 
ocele  and  pelvic  cellulitis  contrasted.  Obst. 
J.  Gr.  Brit.  Lo7td.  V.  gg.  —  Kiaer,  E. 
Oni  nogle  myere  Arbeider  over  Haematocele 
retrouterina  og  Hasmatoma  periuterinum. 
Gynjek.  og  Obst.  Meddelelser.  Kj'dben- 
havn.  I.  74-97. — L.iden,  H.  +.  Hy- 
giea.  Stockhohu.  XXXiX.  523. —Pe- 
reira-Guiniarses,  J.  Hematocele  peri- 
toneo-vaginal-enkistado.  Curapela  puncgao 
e  injecgao  iodado.  Rev.  med.  Rio  de  Jan. 
1876.  III.  345.  —  Ponte,  M.  M.  -|-.  Es- 
cuela  med.  Caracas.  1875-6.  II.  151. — 
Kokitansky,  K.  v.  Wien.  med.  Presse. 
XVIII.  230.  — Sclionberg,  E.  Norsk 
Mag.  f.  Laeger.  Christiania.  1876.  VI. 
508-52S.  —  Thornton,  J.  K.  -f  +. 
Proc.  M.  Soc,  Lond.  1S75-1877.  III.  85. 
—  UnderhiU,  C.  E.  +  ■  •  •  ■  simulating 
a  retroverted  gravid  uterus.  Edinb.  M. 
J.  XXIII.  296.  —  Veit,  J.  Ueberden 
Zusammenhang  der  Hanialocele  mit  der 
Tubenschwangerschaft.  Deutsche  Ztschr. 
f.  prakt.  Med.     Leipz.     IV!     377. 

HEMATOCELE,  VaginaL    See,  also. 
Hematocele,  Pelvic. 

Fra.ncon,  p.  *  De  la  hemato- 
cele vaginale  consecutive  a  une  vagi- 
nalite.     Paris.     50  pp.     8°     1877, 


GuiLLON,  A.  *  L'hematocele  va- 
ginale.    Paris.     40  pp.     8°     1877. 

Joliannovsky,  V.  Haematoma  Septi 
vaginalis  rudmientarii  bei  einer  Schwangern 
im  fiinften  Monate.    Arch.  f.  Gynask.    Berl. 

XI.  375. —Murray,  J.  M.  +.  Phila. 
M.  Times.  VII.  539. -^ Pereira-Gui- 
maraens,  J.  Da  incisao  no  tratamento 
do  hematocele  da  vaginal  com  formacao  de 
falsa  membrana.  Rev.  med.  Kio  de  Jan. 
IV.  34.  —  Ricliet.  Anatomic  et  physiol- 
ogic pathologiques  de  hematocele  vaginale. 
tcoledemiid.  Far.  1S76.  III.  44. — Val- 
des  de  la  Puente,  L.  E.  -f opera- 
do  por  la  descorticacion  :  Curacion.  Cron. 
m^d.-quir.  de  la  Habana.     III.     345. 

HEMATOMA.  See  Hematocele  ; 
Vulva,  Thrombus  of. 

HEMATOMETRA.  See,  also.  Va- 
gina, Abnormities  of. 

Gradisclinigg,  Li.  +  ....  bei  einer 
83  Jahre  alten  Frau.  —  Verwachsung  des 
Scheideneinganges.  Zvveimalige  Function. 
—  Heilung.    Med.-chir.  Central-BI.     Wien. 

XII.  555.  —  Joliannovsky,  V.  Fall 
von  halbseitiger  Hsematonietra.  Prag. 
med.  Wchnschr.  II.  297.  —  LiOber. 
Hematocele  uterine  ayant  debute  par 
les  signes  d'une  obstruction  intestinale. 
Bull.  m(5d.  du  nord.  Lille.  XV.  328- 
3.S8. 

HEMIPLEGIA.  See,  also.  Puerpe- 
ral Diseases,  Hemiplegia. 

Bull,  C.  S.  A  case  of  hysterical  hemi- 
plegia, with  neuralgia  of  the  trigeminus  and 
amblyopia.     Med.  Rec.    N.  Y.     XII.     99. 

HEMORRHAGE,  Uterine.  See  Met- 
rorrhagia. 

HEMORRHAGE,  Ante-partvim.  See 
Hemorrhage,  Post-partum. 

Skene,  A.  J.  C.  +.  . . .  intermittent 
....  during  gestation.  Am.  J.  Obst.  N. 
y.     X.     102'. 

HEMORRHAGE,  Postpartum.  See, 
also,  Labor,  Complicated  ;  Labor, 
Abnormal  Presentations. 

Adams,  J.  Case  of  post-partum  hxm- 
orrhage,  injected  with  perchloride  of  iron  for 
the  second  time,  complicated  with  acute 
pleuro-pneumonia;  recovery.  Lancet.  Lond. 
1877.  II.  311. —Ashe,  E.  F.  Intra- 
uterine injections  of  ergot  to  arrest  post- 
partum haemorrhage.  Virg.  M.  Monthly. 
Richmond.  IV.  661.  —  AtthUl.  -f-. 
Dublin  J.  M.  Sc.  LXIV.  264.  —  Bailly. 
Utility  des  grands  bains  chauds  dans  les 
hemorrhagies  secondaires  des  femmes  en 
couches  (methode  de  M.  Tarnier).  Arch, 
de  tocol.  Par.  IV.  657,  etc.  Bull.  gen. 
detherap.  Par.  XCII.  258.  Also,).  A. 
sages-femmes.  Par.  V.  3S0. — Boddy, 
E.  M.  Matico  in  post-partum  haemor- 
rhage. Med.  Press.  &  Circ.  Lond.  N.  s. 
XXII.  170.  —  Boeters.  Zur  Behandlune 
der  Blutungen  nach  Abort.  Ceniralbl.  \. 
Gynak.    Leipz.    I.    353.  —  Brisbane,  J. 

and  its  treatment.   Lancet.  Loud.   1877. 

II.  277.  —  Budin.  D'un  signe  permet- 
tant  de  reconnaitre  une  hemorrhagie  des 
parois  du  vagin  apres  I'accouchement.  Gaz. 
mdd.  de  Par.  4  s.  VI.  221.  Courrier 
med.    Par.    XXVII.    147-    ^Iso,  Obst.  J. 
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Gr.  Brit.  Land.  V.  607.  —  Caspari. 
Metrorrhagie  im  Wochenbett  durch  poly- 
pbse  Exciescenzen  verursacht.  Dt-utsche 
m.  Wchn-chr.  Bcrl.  111.  4 1 S.  —  Coiiie- 
gj'S,  C  G.  The  compression  of  ihe  aorta 
in  post-partum  haemorrhage.  Cincin.  Lan- 
cet &  Obs.  N.  s.  XX.  904.  —  Fafard, 
N.  Heniorrhagiespuerperalcs.  Union  nied. 
dn  Canada.  Montreal.  VI.  3S5.  — Fletfh- 
er,  "W.  B.  Twins,  —  retained  placenta, 
death  Ironi  hemorrhage,  post-mortem.  Am. 
Pract.  Louisville.  XV.  2^6.  —  FortJier, 
B.  F.  Virginia  M.  Monthly.  Kkhiiioud. 
IV.  436.  —  Griffitlis,  W.  H.  On  a  new- 
treatment  in  post-partum  haemorrhage.  Prac- 
titioner. Land.  XVIII.  176.  — Grose,  S. 
On  the  subcutaneous  injection  of  Bonjean's 
ergotine  in  uterine  hjemorrhage.  Lancet. 
Loud.  1S77.  II.  723. —Grose,  S.;  Bai- 
ley, H.  F.  Post-partum  haemorrhage  and 
its  treatment.  Lancet.  Land.   i'A-jj.   II.  333. 

—  Uaussnianii.  Ueber  die  bei  den  Blu- 
tungeii  der  Gebarmutter  friiher  geiibte  Au- 
totransfusion.  2t>chr.  f.  Geburtsh.  u.  Gynak. 
Stuttgart.  1.  3Si-3q2.  —  Houglitoii,  J. 
H.  The  prevention  of  post-partum  haemor- 
rhage [binder].  Brit.  M.  J.  Loud.  1877. 
I.  353.  —  Hyatt,  H.  O.  The  treatment 
of  post-partum  haemorrhage.  Obst.  J.  Gr. 
Brit.  Loud.  V.  383.  —  aiaberly,  W. 
H.  Death  from  accidental  haemorrhage 
before  delivery  could  be  effected.  Obst.  J. 
Gr.  Brit.  Loud.  V.  40.  —  RIaury,  R. 
B.  -\-.  Puerperal  hemorrhage,  nonpla- 
cental  in  its  source.  Richmond  &  Louisv. 
M.J.  LoHi.'^ville.  XXV.  168.  — 3Iorris, 
J.  Post-partum  haemorrhage  in  certain 
subjects.  Tr.  Med.  &  Chir.  B'ac.  Maryland. 
89.  —  Napier,  A.  D.  L.  Secondary 
hjemorrhages.  Ob^t.  J.  Gr.  Brit.  Lond. 
IV.  729.  —  Parviii,  T.  -f  from  imper- 
fect deliverance.  Am.  Pract.  Louisville. 
XV.  199. — Pros,  E.  Siir  le  tiaitement 
de  I'h^morrhagie  uterine  liee  a  I'inseriion 
vicieuse  du  placenta.  Bull.  gen.  de  therap., 
etc.  Par.  XCII.  26.  —  Sliearer,  G. 
-|^  .  .  .  .  ante-partum  and  post-p.utiun  haem- 
orrhage with  extreme  deliquinm.  Lancet. 
Lond.  1877.  II.  442.  —  Tafarrt,  N. 
Hemorrhagies  puerperales.  Union  med. 
du  Canada.  Montreal.  VI.  3S5 ;  436.  — 
Torrey,  S.  "\V.  Intra-uterine  injections 
in  post-partum  hemorrhage.  Boston  M. 
&  S.  J.  XCVII.  89. —Workman,  J. 
On  the  use  of  acetate  of  lead  in  large  doses, 
in  post-partum  and  other  haemorrhages. 
Tr.  Canada  M.  Ass.  I.     143 

B  ERMAPHRODITE. 

Dolirn.      Ein    verheiratheter    Zwitter. 
Arch.  f.  Gvnaek.     Berl.     XI.     208.    2  Taf. 

—  Hofmaiui,  E.  Ein  Fall  von  Pseu- 
do-hermaphrodisie.  Med.  Jahrb.  U'ien. 
1877.  293-327.  I  Taf.  —  Schauta.  + 
. . . .  Pseudo-bermaphroditismus.  Anz.  d. 
k.  k.  Gesellsch.  d.  Aerzte  in  Wien.  1S77. 
135.— Schiiopfhagen,  F.  Hermaphro- 
dismus  verns  bilateralis  bei  einer  Ziege. 
Med.  Jahrb.     U^ien.     1877.     34i-     •  1'at- 

HERNIA. 

Hol.steiii,  A.  + of  hernia  obtura- 

toria  diagnosticeret  ved  bimanuel  Under- 
sogelse.  '^  Gynek.  og  Obst.  Meddelelser. 
k'j'dhenhavfi.     1.     64. 

HERNIA,     Umbilical.        See,    also, 
Bladder,  Abnormities  of. 

Gaknier,  V.    *  Des  accidents  des 


hernias  ombilicales.     Pan's.    40  pp 
8°    1877. 

HERNIA,  Vaginal. 

Diuican,  J.  M.  Peculiar  form  of.... 
Edinb.  M.J.     XXII.     1033. 

HOSPITALS,  Lying-in. 

PE.A.SLEE,  Emm  KT,  Thomas.  Re- 
ply to  Dr.  J.  Marion  Sims'  pam- 
phlet entitled  "  The  Woman's  Hos- 
pital in  1874."  NewVor^.  24  pp.  8° 

1877. 

Peyretti,  G.  Regia  opera  della 
maternita  di  Torino,  Rendiconto 
clinico  statistico  della  sezione  nubili 
del  quadriennio,  1872-73-74-75  8° 
Torino.     1877. 

Sims,  J.  M.  The  Woman's  Hos- 
pital in  1874.  A  reply  to  the  print- 
ed circular  of  Drs.  E.  R.  Peaslee, 
T.  A.  Emmet,  and  T.  Gaillard 
Thomas,  addressed,  "  To  the  Med- 
ical Profession,  May  5th,  1877." 
New  York.     24  pp.    8°     1877. 

Verrier.  Policlinique  obstetri- 
cale.     Paris.     1877. 

WiLDERVANCK,  L,  S.  *  Verslag 
der  verloskundige  Kliiiiek  aan  de 
Hoogeschool  te  Groningen,  over 
1874  en  1875.  S°  Groningen.  1877. 
Attliill,  L.  Report  of  the  Rotunda 
Hospital  for  the  year  ending  5th  Novem- 
ber, 1S76.  Dublin  J.  M.  Sc.  3  s.  LXIV. 
146-166. — Braiui,  G.  Klinischer  Be- 
richt  der  geburtshilflichen  Klinik  des  B 
fiir  das  Jahr.  1S74.  Von  Dr.  E.  VVel- 
poner.  Wien  med.  Presse.  XVIII.  1044, 
1072,  1138,  116S,  1205,  1256,  1351,  1382,  1418. 
Calderiui,  G.  R.  Institute  ostetrico 
aiuiesso  all'ospizio  di  maternita  nella  Uni- 
versity di  Parma.  Rendiconto  dell  Anni 
1S72-75.  pp.  257.  12  PI.  1877.  Indipen- 
dente.  Torino.  XXVIII.  337  — Faye?  F. 
C  Fcdselsstiftelsen  og  Bbrneho.spitalet  soni 
Undervisnings-anstalter  for  vordende  Leger 
og  Jordenrodre.  Norsk.  Mag.  f.  Laegevi- 
densk.  Chrisiiania.  1876.  VI.  57-79. — 
Griiiiewaldt,  O.  v.  Kleine  Gebar- 
asyle  oder  grosse  Gebaranstalten  ?  Samml. 
Klin.  Vortr.  No.  123  (Gynakologie  No.  38). 
Leipz.  847-862. — Hasse.  Entbindungs- 
Anstalt.  Jahresbericht  pro.  1875.  Charjtd- 
Annalen.  Berl.  II.  Jahrg.  1875.  669- 
696.  —  HecUer.  Bericht  iiber  die  Ereig- 
nisse  in  der  Kreis-  und  Local-gebaranstalt 
Miinchen  in  Jahre  1876.  Aerztl.  Int.-Bl. 
Mimchen.  XXIV.  287,  299.  —  X.aiulaw, 
S.  Bericht  iiber  die  Leistnngen  der  gy- 
nakologischen  Klinik  und  Poliklinik  der 
Universitat  Breslau  wahrend  der  Studien- 
Jahre.  1873-75.  Berl.  klin.  Wchnschr. 
XIV.  47,  143,  156.  —  Macari,  F.  Clin- 
ica  ostetrico  di  Modeua  anno  accademico 
1876-77.  Spallanzani.  Modetia.  XV.  394- 
405,443-451. — Medina,  A.  Boletin  de 
la  matern)dad  del  mes  de  marzo  (i  abrilj, 
1877.  Rev.  mf^d.  de  chile.  Sntifago. 
V.  382,  416.  Murillo,  A.  ^  Bolctin  de 
la  Maternidad  del  mes  de  junio,  1876-Oc- 
tubre  de  1877.  Rev.  med.  de  chile.  San- 
tiago.    1876-77.     V.     21,  66,  98,    149,  182, 
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230,  297,  345,  382,  416,  472.  1877-78.  VI. 
62,  137,  143,  176. —  Plater,  G.  Resoconto 
di  un  semestre  della  cliiiica  ostetrica  di 
Roma.  Gazz.  med.  di  Roma.  III.  109. — 
Thompson,  91.  H.  Extract  from  notes 
of  obstetric  practice  in  the  Chicago  Hos- 
pital for  Women  and  Cliildren,  since  its 
opening,  Mav  Sth,  1865,  to  May  8th,  1877. 
Chicago  M.  j.  &  Exam.     XXXV.     534. 

HYDATIDS.     See  Liver. 

HYDRAMNIOS.     See  Amnion. 

HYDRASTIS  Canadensis. 

Gordon,  'W.  A.  Hydrastis  canaden- 
sis in  uterine  luemorrhage  and  menorrhagia, 
and  also  in  dysmenorrhea.  Chicago  M.  J. 
&  Exam.     XXXV.     142. 

HYDROCEPHALUS.  3V^ Forceps; 
Xiabor,  Complicated ;  Puerperal 
Convulsions. 

HYDRORRHEA. 

lie  Roy  de  L,angevinifere.  +  . . . 
Accouchement  a  terme.  Enfant  volumin- 
eux  et  bien  portant.  Annee  med.  Caen.  II 
5:.  — Mackenzie,  C.  +.  Am.  J.  Obst 
N.  Y.  X.  90.  —  Ziiii.  Ueber  die  Aeti- 
ologie  der  Hydrorrhbe  der  Schwangeren 
Mitth.  d.  Ver.  d.  Aerzte  in  Steiermark, 
Graz.     XIII.     pt.  II.     19. 

HYDROTHERAPY.  See,  also.  Pu- 
erperal Diseases. 

Pingler,  G.  Die  Anwendung  der  Hy- 
drolherapie  wahrend  des  Geburtsaktes. 
Wien  med.  Presse.  XVIII.  1572,1605. — 
Kanse,  F.  de.  De  Taction  des  eaux  de 
Neris  dans  le  traitement  des  maladies  des 
femmes.     Gaz.   med.    de  Par.     4  ser.     VI. 

I07,  121,  131,  157,  16S,  180,  20^,   2ig,  230. 

Winternitz,  W.  Die  Anwendung  der 
Hydrotherapie  wahrend  des  Geburtsaktes. 
Wien  med.  Presse.     XVIII.     1249. 

HYMEN.  See,  also,  Labor,  Compli- 
cated. 

Fort,  C.  H.  Some  corroborative  facts 
in  regard  to  the  anatomical  difference  be- 
tween the  negro  and  white  races.  Am.  J. 
Obst.  A'.  F.  _X.  258.  —  Smythe,  A. 
G.  The  position  of  the  hymen  in  the 
negro  race.     Am.  J.  Obst.   A^.  Y.   X.    638. 

HYMEN,  Abnormities  of.  See,  also. 
Vagina,  Abnormities  of. 

Bremond,  F.  I mperf oration  . . .  .acci- 
dents; intervention  chirurgicale.  Rev.  de 
litter,  med.  Par.  1876.  I.  50. — Delens, 
E.  De  quelques  vices  de  conformation  de 
I'hymen  dans  leurs  rapports  avec  la  medi- 
cine legale.  Ann.  d'hvg.  publ.  et  de  med. 
l^g.  Par.  2  s.  XLVI'I.  493-503. —Hub- 
bard, F.  W.  -f- imperfor.ite ;  confined 

secretion  entirely  fluid.  Brit.  M.  J.  Lo7id. 
1877.  II.  292.  — Hubert,  E.  +  ....im- 
perforation  et  d'hypertrophie.  J.  d.  sc.  med. 
de  Louvain.  II.  74.  —  Prevost.  -|-  Oper- 
tion.     Annee  Med.     Caen.     1876.     I.     84. 

—  Winsor,    F.    +     Imperforate with 

large  accumulation  of  menstrua]  fluid.  Bos- 
ton M.  &S.  J.     XCVll.     36. 

HYPERPYREXIA  .  See  Puerperal 
Diseases,  Septicemia. 

HYSTERIA.       See,    also,    Amenor- 


rhea ;   Anesthesia ;     Genital    Or- 
gans ;  Urine. 

Briand,  H.  *  De  la  fievre  hys- 
terique.     8°     40  pp.     Paris,     1877 

Barlow,  T.  --|-  ■  •  •  •  with  hemianaesthe- 
sia  and  ovarian  hyperaesthe^ia  of  the  oppo- 
site side.  Med.  Times  &  Gaz.  Land. 
1S77.  I.  537.  —  Bourneville.  Influ- 
ence de  la  compression  ovarienne  sur  la 
contracture  hyst6"ique  recente.  Progres 
med.  Par.  V.  487. — Castex.  Troubles 
nutritifs  de  la  peau  chez  une  hysterique. 
Bull.  Soc.  clin.  de  Par.  1S77.  202.  —  Ma- 
cario.  +.  Nice-med.  I.  361. — See- 
ligniiiller,  A.  Ueber  epidemisches 
Auftreten  von  hysterischen  Zustanden. 
Allg.  Ztschr.  f.  Psychiat.  Berl.  XXXIII. 
510-52^. 
HYSTERO-NEUROSES. 

Cliainberlaiii,  W.  M.  +.  Am.  J. 
Obst.     N.  v.    X.  _  98.  —  Formento,  F. 

-)- sympathetic  hystero-neurosis  of  the 

stomach.  Am.  J.  Obst.  .V.  Y.  X.  455. 
Halden,  E.  A  pharyngeal  neurosis  due 
to  uterine  disease.  N.  York  M.  J.  XXV. 
386.  — McWborter,  J.  M.  -f  ....four- 
teen years  standing,  successfully  treated. 
Tr.  M.  Soc.  W.  Virginia.  308. 
HYSTEROTOMY.  See  Uterus, 
Extirpation  of ;  Laparotomy  ; 
Gastrotomy. 

Pean.  +.  France  Med.  Par.  XXIV. 
195.  —  Wolfler,  A.  Ein  Fall  von  Lapa- 
rohyste'rotomie  sammt  Extirpation  beider 
Ovarian.  Heilung.  Arch.  f.  klin.  Chir. 
Berl.     XXIII.     8(3o. 

ILIAC  Fossa,  Cysts  of. 

FoLLOFPE,  C.  L.  C.  *  Contri- 
bution au  diagnostic  des  tumeurs 
liquides  de  la  fosse  iliaque.  8°  72 
pp.  Paris.      1877. 

IMPREGNATION,  i'd-^  Conception. 

INFANT.     See,  also.  Fetus. 

Bonneau.  Sur  un  cas  de  mort  de  I'en- 
fant  pendant  le  travail  de  I'accouchement. 
Bull.  Soc.  de  med.  leg.  de  France.  Par. 
1875-76.  IV.  482. — Tliomas.  Resusci- 
tation of  a  new-born  babe  by  faradization. 
Am.  J.  Obst.     N.  Y.     X.     291. 

INGLUVIN.     See  Vomiting. 

INJECTIONS,  Intra-uterine.  See, 
also,  Hemorrhage,  Post-partum  ; 
Placenta,  Retained  ;  Puerperal 
Diseases ;  Puerperal  Diseases, 
.  epticemia. 

BalUy,  E.  Sur  le  passage  des  liquides 
par  les  trompes  uterines.  Arch,  de  tocol. 
Par.  IV.  663.— Beltz,  C.  Note  sur 
les  injectiones  intra-uterines.  Union  med. 
et  scien.  du  nord-est.     Reims.     I.     113. 

INJECTIONS,  Vaginal.  See,  also, 
Peritonitis. 

Foster,  F.  P.  On  a  means  of  render- 
ing vaginal  injections  safe  and  efficient. 
Hosp.  Gaz.     iV.  Y.     II.     232. 

INSANITY.     See,  also.  Menopause. 

Benoly,  N.      *  Statistische    Bei- 

triige  zur  Kenntniss  der  Puerperal- 

psychosen.     8°      WUrzbtirg.      1876, 
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Cross,  E.  +  +•  Reflex  insanity.  St. 
Louis  Clin.  Rec.     IV.   go. —May,  C.  S. 

Puerperal, with  statistics  regarding  i6 

cases  admitted  into  the  Conn.  Hospital  for 
the  insane.  Proc.  Connecticut  M.  Soc. 
Hart/ord.  104.  —  Taliaferro,  V.  H. 
Puerperal  ....     Atlanta  M.  &  S.   J.     XV. 

321. 

INSTKUMENTS.  See,  also.  Cra- 
niotomy ;  Gynecology  ;  Obstetric 
Bag  ;  Retroceps  ;  Crochet ;  Me- 
trorrhagia ;  Diaphanoscope  ;  Pes- 
saries ;  Scoop,  Serrated. 

Lazare-witcli,  T.  The  three  most 
important  obstetrical  instruments.  Tr.  In- 
ternat.  M.  Cong.  Phila.  1876.  827.— 
Swayne,  J.  G.  On  a  new  form  of  blunt 
hook  and  sling  for  assisting  delivery  in 
cases  of  breech  presentation.  Tr.  Obst. 
Soc.  Lond.  1876.  XVII.  313. -r- Weisl, 
M.  Ein  neiier  Porte-tampon.  Arch.  f. 
Gynsk.  Berl.  XI.  207. 
INTESTINES.  See,  also,  Hema- 
tometra  ;  Obstetrics  ;  Ovariotomy, 
Cases  of ;  Ovary,  Cysts  of ;  Ute- 
rus, Diseases  of. 

Faurot,  L.  *  Essai  sur  les  rup- 
tures traumatiques  de  I'intestin,  sans 
lesions  des  parois  abdominales.  8° 
58  pp.     Paris.     1S77. 

MoNNlER,  A.  *  Contribution  a 
I'etude  des  lesions  de  I'intestin  a  la 
suite  de  contusions  abdominales.  8° 
48  pp.     Fans.     1877. 

Roy,  J.   *  Reflexions  sur  quelques 
varietes  tares  d'occlusion  intestinale. 
8°     66  pp.     Paris.     1877. 
IODINE,  Tincture  of.     .9c',?  Ovariot- 
omy ;    Ovary,    Cysts    of ;  Uterus, 
Inflammation  of ;   Labor,  Abnor- 
mal  Presentations. 
IRON.    See  CelluUtis,  Pelvic  ;  Hem- 
orrhage, Post-partum. 
JABORANDI.     See  Albuminuria. 
JOURNALS,    Obstetric  and  Gyne- 
cological. 

American  Journal  of  Obstetrics 
and  Diseases  of  Women  and  Child- 
ren. Editor,  P.  F.  Munde.  Vol.  X. 
8"^  Q.  720  pp.  1877.  Ne7v  York. 
Annales  de  gynecologie  (maladies 
des  femmes,  accouchements).  Re- 
dacteur,  A.  Leblond.  Tome  VII. 
476  pp.  Tome  VIII.  476  pp.  8° 
m.     Paris.      1877. 

Archiv  furGynsekologie.  Redac- 
teurs,  Crede  und  Spiegelberg.  Band 
XI.  S94  pp.  Band  XII.  Heft  i. 
i68  pp.  8°  m.  Berlifi.  1877. 
Archives  de  tocologie  des  mala- 
dies des  femmes  et  des  enfants  nou- 
veau-nes.  Kedacteur,  De  Soyre. 
IV.  Annee.  764  pp.  8?  m.  Paris. 
1877- 


Centralblatt  fiir  Gynakologie.  Re- 
dacteurs,  H.  Fehling  und  H  Fritsch. 
Jahrgang  I.  368  pp.  8°  -Jm.  Leip- 
zig.    1877. 

Gazette  obstetricale.  Redacteurs, 
£.  Dupuy  et  E.  Labarraque.  VI. 
Annee.     8°  ^m.     Paris.     1877. 

Gynaekologiske  og  Obstetriciske 
Meddelelser.  Udgivne  af  F.  Hor- 
witz.  Binds  I.  i  Hefte.  133  pp. 
2  Hefte.  127  pp.  8°  ^y.  Kji>- 
ben/iaz>?i.     1^77- 

Journal  des  sages-femmes.  An- 
nee V.     4°     Pa>-is.     1877. 

Obstetrical  Journal  of  Great  Brit- 
ain and  Ireland  ;  including  Mid- 
wifery, and  the  Diseases  of  Women 
and  Children.  Editor,  A.  L.  Galabin. 
Vol.   V.      632  pp.      8°  m.     London. 

1877. 

Obstetrical  Journal  of  Great  Brit- 
ain and  Ireland ;  including  Mid- 
wifery and  the  Diseases  of  Women 
and  Children.  Editor,  A.  L.  Galabin. 
With  an  American  supplement.  Ed- 
itor, J.  V.  Ingham.  Vol.  V.  8° 
632  pp.  Suppl.  144  pp.  8°  m. 
Philadelphia.     1877. 

Zeitschrift  fiir  Geburtshiilfe  und 
Gynakologie.  Redacteurs,  Schroder, 
Mayer,  und  Fasbender.  Band  I., 
470  pp.  Band  II.  Heft  i,  222  pp. 
8°  un.     Stuttgart.     1877. 

KIDNEY,  Diseases  of.  See,  also. 
Liver,  Hydatids  of ;  Puerperal 
Convulsions  ;  Puerperal  Diseases ; 
Bright's  Disease  ;  Uterus,  Abnor- 
mities of. 

Cliavanis.  Reins  tuberculeux ;  uterus 
cloisonne.     Lyon  med.     XXV.     397. 

KOLPOKLEISIS.  6V^  Fistula,  Vea- 
ico-vaginal. 

LABIA.     See,  also.  Vulva. 

AtthiH,  1.1.  Myxomatous  tumour  oc- 
curring in  the  labium.  Dubl.  J.  M.  Sc. 
LXIII.  103. —Boyd,  M.  A.  Syphil- 
itic and  other  tumours  of  the  labia  and  cli- 
toris. Dubl.  J.  M.  Sc.  LXIII.  275-286. 
Also  Obst.  J.  Gr.  Brit.  V.  199. —  Chap- 
pet.  +.  Une  tumeur  de  la  vulva.  Lvon. 
m^d.  XXVI.  125.  — Crane,  J.  J.  'Hy- 
pertrophy of  labia  minora.  Arch.  Clin. 
Surg.  N.  Y.  II.  154.— Depaul.  -)-. 
Qidema  exag^r^  de  la  petite  levre  droite. 
J.    des   sages-femmes.      Par.     V.      273. — 

Goodliart,  J.  -f  + labial  tumour.  — 

Tr.  Path.  Soc.  1876-77.  Lotid.  XXVIII. 
213.  — McCracken,  J.  W.  -|-4-.  -.of 
infiltration  of  labia.  Toledo  M.  &  S.  J. 
I.  194. — Royero,  F.  Extirpacion  de 
un  fibroma  del  labio  mayor.  Curacion  sin 
recidiva.  Cron.  med.-quir.  de  la  Habana. 
1876.  II.  178. — Thomas.  Pediculated 
tumor  of  the  pudenda.  Am.  J.  Obst. 
N.  y.     X.     642. 
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IiABOR.  See,  also,  Hydrotherapy  ; 
Pelvimetry  ;  Pregnancy. 

Barker,  A.  R.  *  Considerations 
sur  les  soins  a  donner  a  la  femme 
en  dehors  de  tout  accident,  avant, 
pendant,  et  apres  raccouchement. 
8°     32  pp.     Paris.     1877. 

Buffet,  L.  *De  la  thermome- 
trie  et  du  pouls  chez  les  femmes  en 
couches.  4°  Rouen.  1877.  No. 
144- 

EssEi.EN,  W.  H.  H.  *  Ueber  den 
Einfluss  des  kiinstlich  eingeleiteten 
Blasensprungs  auf  den  weiteren  Ver- 
lauf    der   Geburt.     8°     Wurzbtirg. 

1877. 

Lahs,  H.  Die  Theorie  der  Ge- 
burt (Physiologic  u.  allgemeine  Pa- 
thologic) mit  97  (eingedr.)  Holz- 
schn.      8°     351   pp.      Bonn.     1877. 

Baird,  A.  On  the  management  of 
natural  labour.  Edinb.  M.  J.  XXIII. 
426.  — Bandl.  Ueber  das  Verhalten  des 
Uterus  und  Cervix  am  Ende  der  Schwan- 
gerschaft  und  wahrend  der  Geburt.  Allg. 
wien.  med.  Ztg.  XXII.  427. —  Bishop, 
E.  S.  A  method  of  shortening  the  first 
and  second  stages  in  normal  labour.  Med. 
Exam.  Lotid.  II.  858. — Budin.  Ex- 
emple  de  rotation  spontan^e,  rapide  et  tres- 
etendue  de  la  tete,  dans  un  cas  de  position. 
O.  I.  D.  P.  Ann.  de  gynec.  Par.  VII. 
149.  —  Chamberlain,  W.  >I.  Instru- 
ments of  glass  for  washing  out  the  puerpe- 
ral uterus.  Med.  Rec.  N.  Y.  XII.  164. — 
Cortlguera,  J.  Debe  sosternerse  el  per- 
inden  el  acto  del  parto,  durante  la  expul- 
sion de  la  cabeza  fetal  al  traves  de  la  vulva 
matema  ?  An.  Soc.  ginec.  espan.  Madrid. 
III.  97. —  Debauge,  H.  De  I'emploi  de 
I'hydrate  de  chloral  en  accouchement.  Ecole 
de  med.  Par.  i. — Duch,  J.  Venta- 
jas  y  periuicios  de  la  intervencion  6  no  in- 
tervencion  del  arte,  en  el  alumbramiento. 
Encicl.  med. -farm.  Barcel.  I.  315,  339, 
375. — Duncan,  J.  M.  Remarks  on 
the  investigations  of  the  interior  of  the 
uterus  by  the  carbolised  hand  at  long  inter- 
vals after  deliver)-.  Brit.  M.  J.  Loud. 
1877.  II.  583.  — Edis,  A.  TV.  Cases 
illustrating  the  advantage  of  the  genu-pec- 
toral  position.  Lancet.  Land.  1877.  I.  3'<3. 
—  Garrig^ieSj  H.  J.  How  long  ought 
women  to  stay  in  bed  after  delivery?  (and 
discussion).  Proc.  M.  Soc.  County  Kings. 
Brooklyn.  II.  212. —  Grenser,  P.  Seltene 
Vernachlassigung  einer  Geburt  seitens  der 
Hebamme.  Jahresb.  d.  Gesellsch.  f.  Nat.-u. 
Heilk.  in  Dresd.  45.  —  Hubert,  E.  Des 
forces  antagonistes.  Contribution  a  I'expli- 
cation  du  mechanisme  de  I'accouchement. 
J.  d.  sc.  m^d.  de  Louvain.  II.  481. — 
Jamieson,  W.  A.  On  the  systematic 
prevention  of  after-pains.  Practitioner. 
Lond.  XIX.  278.  —  Kleniiner,  K. 
Untersuchungen  uber  den  Stoflwechsel  der 
Wochnerinnen  und  die  zAeckmassigste 
Diat  derselben.  Ber.  etc.  a.  d.  k.  sachs. 
Entbind.-Inst.  in  Dresden.  Leipz.  1876. 
II.  155-186. — Lahs-  Ueber  die  rein 
mechanische  Wirkung  der  Seitenlagerung 
der  Kreissenden  auf  den   Geburtsverlauf! 


Sitzungsb.  d.  Gesellsch.  z.  Beford.  d.  ges. 
Naturw.  zu  Marb.  1876.  172.  —  Lahs. 
Ueber  den  Einfluss  der  Lageanderungen 
und  der  verschiedenen  Lagen  der  Kreisen- 
den  auf  die  Geburt.  Arch.  f.  Gynark. 
Berl.  XI.  22-84.  —  Landis,  H.  G. 
On  the  mechanism  of  occipi to-posterior  posi- 
tions  of  the  vertex.  Am.  J.  M.  Sc.  Phila. 
LXXIII.  71.  — Landis,  H.  G.  The 
period  of  maximum  birth-rate.  Phila.  M. 
Times.  VII.  559.  —  McMechan,  J.  C. 
Delivery  by  external  pressure.  Am.  J.  Obst. 
N.  Y.  X.  490.  —  Meyburg,  H.  Ueber 
die  Pulse  der  Wochnerinnen.  Arch.  f.  Gy- 
naek.  Berl.  XII.  114-131.  9  Taf.  — 
Murray.  +.  Parturition  without  pain. 
M.  &  S.  Reporter.     Phila.    XXXVI 1.  69. 

—  Polaillon.  Diagnostic  d'un  accouche- 
ment d'apres  les  signes  constates  au  bout 
de  dix-huit  jours.  Reponse  i  M.  le  Dr. 
Beroyer.  Ann.  d'hyg.  Par.  2  s.  XLVIII. 
532.  —  Pros.  Reflections  sur  le  mecan- 
isme  de  I'accouchement.  Gaz.  obst.  Par. 
VI.  161.  — Kichter,  C.  Ueber  Aus- 
spulungen  der  GebSrmutterhbhle  mit  Car- 
bolwasser  und  uber  Salicyl-Behandlung  im 
Wochenbette.  Ztschr.  f.  Geburtsh.  u.  Gv- 
nak.  Stutig.  II.  126-182.  3  Taf. — 
Roig  y  BofiJl,  E.  Ventejas'  y  per 
juicios  de  la  intervencion  6  no  intervencion 
del  arte,  en  el  alumbramiento.  Independ. 
med.  Barcel.  XIII.  30.  —  Schuleln,W. 
Ueber  intrauterine  Injectionen  mit  Carbol- 
saurelbsungen  im  Wochenbett.  Ztschr.  f. 
Geburtsh.  u.  Gvnak.     Stuttg.     II.    97-117. 

—  Silva,  J.  T.  da.  Algumas  considera- 
90es  sobre  a  synthese  do  mechanismo  do 
parto  natural ;  applicagao  d'esta  doutrina  a 
apresenta(;ao  pelvica.  J.  Soc.  d.  sc.  med. 
de  Lisb.  XLI.  175-192,  209-219.  —  Ste- 
phan.  Ueber  den  Mechanismus  der  Ge- 
burt bei  Kopflagen.  Arch.  f.  Gyna;k 
Berl.  XII.  464.  —  Stephenson,  W. 
On  the  mechanism  of  labour.  Obst.  J. 
Gr.  Brit.  Lond.  V.  518,  588,  (1878) 
634,  777.  — Underhill,  C.  E.  +.  pain- 
less second  stage  of  labour  in  a  primipara. 
Obst.  J.  Gr.  Brit.  Lond.  V .  265.  — Val- 
enta,  A.  Aphorisnien  iiber  den  Frucht- 
blasensprung.  Memorabilien.  Heilbronn. 
XXII.  289.  — Valenta.  Ueber  die  kunst- 
liche  Fruchtblasensprengung  mit  Bezug- 
nahme  auf  den  vorzeitigen  und  rechtzeiti- 
gen  Fruchtwasserabgang.  Arch.  f.  Gy- 
nsek.  Berl.  XII.  1-15.  —  Verrier,  E. 
Une  reforme  indispensable  dans  lart  des 
accouchements.  Gaz.  obst.  de  Par.  VI. 
305.  —  Vogt,  H.  Sidstkommende  Hoveds 
Forlbsning  efter  Diameter  trachelo-bregma- 
tica.  Norsk  Mag.  f .  Lseger.  Christiania 
VI.  346,  678.  — Winckel,  F.  Unter- 
suchungen  betreffend  die  Niederkunft  alter 
Erstgebarender.  Ber.  a.  d.k.  sachs.  Ent- 
bind.-Inst. in  Dresden.  Leipz.  1876.  II. 
229-242. 

LABOR,  Abnormal  Presentations. 
See,  also,  Labor ;  Labor,  Instru- 
mental ;  Placenta  previa ;  Saliva- 
tion ;  Uterus,  Abnormities  of  ; 
Evolution  ;  Labor,  Complicated  ; 
Placenta  Previa. 

Reinhardt,  W.  *  Kin  Beitrag 
zur  Lehre  von  den  Gesichts-  und 
Stirnlagen.     Greifswald.    8°     1876. 
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Reyes  y  Zamora,  A.  *  Contribu- 
tion a  1 'etude  des  presentations  de 
I'extremite  pelvienne.  Pai-is.  8° 
1877. 

Boiling;,  TV.  H.  Version  by  the  ver- 
tex in  shoulder  presentations.  Louisville 
M.  News.  III.  134.  —  Caiitu,  I..  + 
(trunk).  Gazz.  med.  ital.  lomb.  Milano. 
7  ser.  IV.  311,  321.  —  Cliurclilil,  J. 
B[.  -j-  simultaneous  entrance  of  both  heads 
of  twins  into  the  pelvis.  Am.  J.  Obst. 
N.Y.  X.  44''J-— Clarlc,  J.  E.  Breech. 
Proc.  M.  Soc.  County  Kings,  Brooklyn. 
II.  313  — Coleman,  J.  S.  Cephalic 
version  by  the  external  bi-polar  inethod :  ar- 
rest of  profuse  post-partum  haemorrhage 
with  tincture  of  iodine.  Am.  J.  Obst.  N. 
y.  X.  631.  —  Cosentino^  Gr.  Versione 
dflla  presentazione  della  faccia  in  quella  dal 
Venice.  Osservatore  med.  Palermo.  .3  s. 
VII.  316.  —  Depaiil.  +  .  .  .  .  tete  avec 
procidence  de  la  main  droite.  Application 
de  forceps ;  mort  de  I'enfant.  J.  d.  sages- 
femmes.  Par.  V.  257.  — -Depaiil.  +■•■• 
sacro-iliaque-droite-posterieure ;  erreur  que 
I'on  peut  commettre  dans  le  diagnostic. 
J.  d.  sages-femmes.  Par.  V.  297.  — De- 
paul.  -)-  face.  J.  de  sages-femmes.  Par. 
V.  377.  —  ElUnger,  L.  Zurextra-abdomi- 
nellen  Wendung.  Wien.  med.  Wchnschr. 
XXVII.  19S.  —  Ellinger,  1,.  On  extra- 
abdominal  version.  Am.  J.  Obst.  N.  V. 
X.  21S.  —  Fruitniglit,  J.  H.  Delivery 
of  the  breech  with  the  forceps ;  resuscitation 
of  asphyxiated  child  by  the  use  of  electricity. 
Virginia  M.  Monthly.  Richmond.  IV. 
246.  —  Gala1)in,  A.  L,.  On  the  choice 
of  the  leg  which  should  be  seized  in  version 
for  presentation  of  the  upper  extremity. 
Obst.  J.  Gr.  Brit.  Loud.  V.  60S.  —  Gala- 
l>in,  A.  Li.  On  the  occurrence  in  normal 
labor  of  lateral  obliquity  of  the  fcetal  head. 
Tr.  Obst.  .Soc.  Loud.  1876.  XVII.  283- 
29S.  —  Gaskill,  J.  R.  M.  +.  Tr.  Min- 
nesota M.  Soc.  St.  Paid.  1876.  75.  — 
Oelineau.  Emploi  du  retroceps  dans 
une  presentation  de  la  face.  Bull.  gen.  de 
th'irap.  Par.  XCIII.  495. — Gross,  J. 
De  I'entree  simultani5e  des  deux  tetes  dans 
I'excavation  en  cas  de  grossesse  gemellaire. 
Gaz.  obst.  Par.  VI.  260,  25^5. — -Gue- 
nlot>  Sur  un  prooide  de  version  applica- 
ble aux  cas  difficiles.  Bull.  Acad,  de  med. 
Par.  2  s.  VI.  1028.  /4 /.?,!',  Arch,  de  tocol. 
Par.  IV.  651.— Hawes,  AV.A.  -j- dif- 
ficult version.  Virginia  M- Monthly.  Rich- 
mond. IV.  47.  —  Helms,  B.  H.  Locked 
heads.      Am.     Pract.      Louisville.      XVI. 

145. — Heustis,    J.   r.    -\- -\- arm. 

N.  Orl.  M.&S.  J.  N.  s.  V.  435-— Holt, 
J.  -| — (- cephalic  version,  with  intro- 
ductory remarks.  N.  Orl.  M.  &  S.  J.  N.  s. 
IV.  757-770. — Horwitz.  Contributions 
i  I'etude  de  la  version  podalique.  Arch, 
de  tocol.  Par.  IV.  513-531-  —  Hum- 
plirey,  J.  R.  Conversion  of  face  presen- 
tation into  one  of  vertex  by  aid  of  knee-elbow 
position.  Am.  J.  M.  Sc.  Phda.  LXXIII. 
126.  — Hunter,  -j-  .  .  .  .  prolapse  of  the 
leg.  Edinb.  M.  J.  XXIII.  273.  — Ja- 
Uescll,  \V.  -|-.  Selbstentwicklungmit  le- 
bender  Fnicht  bei  gleichzeitig  vorhanden- 
er  Kolpoiiyperplasia  cystica.  Prag.  m. 
Wchnschr.  II.  253,  280.  —  K.orniann, 
E.  Die  Umwandlung  von  (iesichtslagen 
in  Hinterhauptslagen    nach  Wasserablluss 


durch  innere  Handgriffe.  Deutsche  m. 
Wchnschr.  Berl.  III.  ^3,65,77. — !Lan« 
gerliaus.  -|-  -f-.  Stirnlage.  Arch.  f. 
Gynaek.     Berl     XII.      480.  —  I.inn,    6. 

W.  -j- locked  twins  ;  craniotomy  ;  ver- 
sion. Phila.  M.  Times.  VIII.  29.  —  Liu- 
ton,  S.  M.  The  genu-pectoral  position  iu 
shoulder  presentation.  Am.  Practitioner. 
Lonisville.  XVI.  209.  —  Logan,  R.  T. 
Occipito-posterior.  Tr.  Kentucky  M.  Soc. 
161.  —  Martel.  Luxation  coxo-femorale 
snrvenue  dans  le  jeune  age-  Rachitisme ; 
aplatissement  unllatiiral  du  bassin  sans  le- 
sions rachiiiques ;  oedeme  generalise  et  albu- 
minurie.  Application  de  forceps  au  terme 
de  la  grossesse ;  guerison ;  enfant  vivant. 
Arch,  de  tocol.  Par.  IV.  436.  —  Martin, 
A.  Bimanual  or  combined  turning.  Am. 
Pract.  Louisville.  XVI.  279.  —  Martin, 
A.  Ueber  combinirte  Wendung.  Detitsche 
Ztschr.  f.  prakt.  Med.  Leipz.  1S77.  197.  — 
Maxson,  E.  R.  Shoulder  and  other  more 
transverse  presentations.  Am.  Pract.  Loit- 
isvil/e.  XV.  129-142. —Mayr,  R.  Bei- 
trage  zur  Lehre  von  den  Gesichtslagen. 
Arch.  f.  Gynaek.  Berl.  XII.  211-234. 
(i  PI.)  — Mazuela,  J.  Evolucion  espon- 
tanea.  Rev.  med.  de  Chile.  Santing^a. 
V.  294. — Modestin.  Querlage  mit  Vor- 
fall  und  Einschniirung  einer  oberen  Ex- 
tremitat.  Exarticulation  derselben  wegen 
Unmoglichkeit  der  Reposition,  darauf  Aus- 
fiihrung  der  Wendung  auf  die  Fiisse  und 
nachfolgende  Extraction  des  Kindes.  Med.- 
chir.  Central-Bl,  IFien.  XII.  85. —Mor- 
ris, J.  C  -|-  (arm  and  leg).  Phila.  M. 
Times.      VII.      415.  —  Miuule,    P.    F. 

-(- both  children  decoinposed,  retention 

of  the  second  child  and  both  placentae  for 
two  days  after  the  birth  of  the  first  child. 
Am.  J.  Obst.  M.  V._  X.  io3.-;-Miin. 
Ster.  Zur  Therapie  der  Steisslagen. 
Deutsche  m.  Wchnschr.  Berl.  III.  319. 
—  Parsons,  I.  Experience  in  arm  and 
shoulder  presentations  (and  discussion ).  Tr. 
M.  Soc.  N.  Y.     1877.   272. -Partridge, 

E.    Li.      -f-   -|-    of  face-presentation. 

N.  York  M.  J.  XXV.  231.— Polail- 
lon.  De  I'utdrus  incompletement  cloisonn^ 
comme  cause  de  la  presentation  du  tronc 
(with  discussion).  Bull,  et  mem.  Soc.  de 
chir.  de  Par.  III.  679.  —  Pros.  Dysto- 
cie  par  presentation  de  la  face  en  position 
posterieure  droit....  Procidence  du  cor- 
don ombilical  depuis  cinq  heures.  Gaz.  des 
hop.  Par.  L.  979. — Quenu.  -)- Evo- 
lution spontan^e  chez  une  primipare  k 
terme.  Bull.  Soc.  anat.  de  Par.  LII.  33S. 
Also,  Progres  m^d.  Par.  V.  679.  — 
Reamy,  T.  A.  Impacted  face.  Am.  J. 
Obst.  N.V.  X.  514.  —  Reimann.  On 
the  simultaneous  entrance  of  both  heads  of 
twins  into  the  pelvis.  Am.  J.  Obst.  N.  V. 
X.  47-62.  —  Sclimitlt,  W.  Ein  Beitrag 
zur  iiusseren  Wendung  wahrend  der  Schwan- 
gerschaft.  Wien.  med.  Wchnschr.  XXVII. 
4S2.  —  Steliberger,  G.  Die  Steissriick- 
enlage  in  der  Gebnrtshiilfe.  Ztschr.  f.  Ge- 
burtsh.  u.  Gynak.  Shittg:  II.  74. —Tay- 
lor, W.  T.  On  changing  the  vertex,  from 
an  occipito-posterior  to  an  occipito-anterior 
position.  Med.  &  Surg.  Reporter.  Phila. 
XXXVII.  381  —  Umlerhill,  C.  E. 
-)-....  spontaneous  version  after  the  rupture 
(if  the  membranes  in  a  priniipara.  Edinb. 
M.J.  XXIII.  34.  — VaUs,  M.  +  (trans- 
verse).     Independ.  med.    Barcelona.    XIL 
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ago.  — Wasseige,  A.  Presentation  du 
siege  en  premiere  position,  vari^t^  ante- 
rieure  ;  version  ct^phalique;  ecolement  com- 

f)!et  du  liquide  amniotique;  version  poda- 
ique  et  extraction;  femme  gui^rie;  etifant 
vivant.  Ann.  Soc.  de  med.  de  Gand.  LV. 
98.  — Weil.  Querlnge  mit  Vorfall  der  Na- 
belschnur  undder  linlcern  obern  Extremitat. 
Exarticulation  der  letzten,  theilweise  Ent- 
fernung  der  Eingevveide  des  Foetus,  Wen- 
dung  auf  den  Steiss,  Extraction  des  Kindes. 
Mei^.-chir,  Central-Hl.  IVien.  XI.  149. — 
^Velpoiier,  E.  Bcitrag  zur  Scliatz'schen 
Unnvandliuig  von  Gesichtslage  zu  Hinter- 
hauptslage  durch  aussere  Handgriffe.  Arch, 
f.  Gyna:k.     Berl.     XI.     346.  ' 

LABOR,  Complicated.  See,  also. 
Embryotomy ;  Craniotomy ;  Fe- 
mur, Dislocation  of;  Genital  Or- 
gans, Abnormities  of;  Perineum, 
Rupture  of;  Femur,  Dislocation 
of;  Umbilical  Cord  ;  Genu-pectoral 
Posture  ;  Gastrotomy  ;  Puerperal 
Diseases  ;  Peritonitis  ;  Umbilical 
Cord;  Utervis,  Abnormities  of; 
Uterus,  Cancer  of,  in  Pregnancy  ; 
"Vagina,  Abnormities  of;  Vagina, 
Gas  from. 

Besson,  V.  I.  *  Dystocie  speciale 
dans  las  accouchements  multiples. 
Versailles.     84  pp.     8°     1S77. 

Roger.  Dystocie  par  allonge- 
ment  hypertrophique  congenital  du 
col  de  I'uterus.  Paris.  8°  1S77. 
Arnold,  G.  J.  Labor  with  twins  ;  arm 
presentation;  locked  heads;  inability  to  de- 
liver the  presenting  child  by  turning  until 
the  upper  child  had  been  turned  and  deliv- 
ered ;  both  living.  Boston  M.  &  S.  J. 
XCVII.  593. —  Bailly.  Accouchement 
survenant  longtemps  apris  la  rupture  des 
membranes.  Arch,  de  tocol.  Par.  IV.  5S7. 
—  Benicke,  F.  -j-  -}-  durch  seltene  Er- 
krankungen  der  Mutter.  Ztschr.  f.  Ge- 
burtsh.  u.  Gynak.  Stuttg.  I.  27-42. — 
BofiU,  E.  ii.  y.  Distocia  por  contrac- 
cion  tetanica  del  musculo  constrictor  de  la 
vagina.  Independ.  med.  Barcel.  XIII. 
43. — Bostetter.  Foetus  hydrocephale. 
Perforation  du  crane.  Gaz.  med.  de  Strasb. 
3  s.  VI.  134.  —  Cage.  A.  H.  Labor 
complicated  by  an  elongated  and  indurated 
cervix  uteri.  Obst.  J.  Gr.  Brit.  Am.  Suppl- 
Phila.  V.  51.  —  Carrick,  A.  1,.  Rigid- 
ity of  the  OS  uteri.  Am.  J.  Obst.  N.  V. 
X.  678.  —  Cobleigh,  E.  A.  +  liq.  am- 
nii  discharged  seventeen  days  before  deliv- 
ery. M.  &  S.  Reporter.  Phila.  XXXVIL 
2.  —  Davey,  R.  B.  A  case  of  loss  of  the 
natural  firmness  of  the  multiparous  uterus, 
and  the  influence  of  the  same  on  locomo- 
tion. Clinic.  Cincin.  XIII.  266. — 
Davis,  E.  J.  +.  Pregnancy  with  unrup- 
tured hymen.  Tr.  Minnesota  M.  Soc.  St. 
Paul.  1876.  76. — Depaul.  Rupture 
prematuree  des  membranes;  commence- 
ment de  travail  apris  52  heures,  suivi  d'un 
arret  complet ;  termiuaison  de  I'accouche- 
nient  par  une  application  simple  de  forceps. 
J.  des  sajes-femmes.  Par.  V-  379. — 
Dujardin-Beaumetz.  +.  Bull.  gen. 
de  th^rap.,  etc.     Par.    XCII.   312.  — Ei- 


field.  -f- cancer  of   the  cervix  uteri. 

Boston  M.  &  S.  J.  XCVII.  453.— 
FoAvler,  J.  Labor  obstructed  by  mal- 
position of  the  womb.  Lancet.  Loud. 
1877.  II.  646.  —  Franlta  y  3Iazorra. 
Distocia.  Feto  hidrocefalo.  Cron.  m^d.- 
quir.  de  la  Habana.  III.  337.  i  PI. — Gala- 
bin.  Ascites  combined  with  distension  of 
the  bladder  in  a  foetus.  Obst.  J.  Gr.  Brit. 
Land.     V.     192.  —  Hosnier,   A.      Ante- 

Sartum  hour-glass  contraction  of  the  uterus, 
loston  M.  &  S.  J.  XCVII.  450.  — Hu- 
bert, E.  Du  spasme  uti^rin,  rccueillie  par 
J.  Legrand.  J.  d.  sc.  med.  de  Louvain.  II 
113.  —  James,  D.  P.  On  the  use  of 
chloroform  in  "  stammering  of  the  uterus." 
during  labour.  Obst.  J.  Gr  Brit.  Loud. 
V.  524.  —  Lebert.  Des  bons  effets  de 
la  saignee  dans  les  accouchements  laborieux 
et  compliques  de  douleurs  de  reins.  Abeille 
med.  Par.  XXXIV.  17.  —  Lucas- 
Cliampionniere,  J.  Expulsion  de  gaz 
par  le  vulve  au  cours  d'un  accouchement 
difficile  :  intiammation  et  explosion  de  ces 
gaz.  J.  de  med.  et  chir.  prat.  Par. 
XLVIII.  498.  — Martin.  Ueber  Ge. 
burtserschwerung  durch  raissgestaltete 
Friichte.  Ztschr.  f.  Geburtsh.  u.  Gynak. 
Stutter-  I.  43-56.  —  Mascaro,  J.  Hi- 
drocefali  durante  la  edad  intra-uterina;  dis- 
tocia a  causa  del  mismo  ;  evacuacion  casual 
del  craneo ;  feliz  terminacion.  Arch,  de 
la  cirug.  Barcel.  I.  51.  —  Moretti, 
G.  Del  parto  forzado  en  la  mujer  proxima 
a  la  muerte.  Siglo  med.  Madrid.  XXIV. 
471.  —  Morris,  J.  E.  An  interesting 
case  of  obstetrics  with  general  remarks  ( va- 
ginal atresia).  N.  Orl.  M.  &  S.  J.  V. 
293.  —  Polaillon.  Dystocie  causae  par 
une  hydrocephale.  Bull,  et  mem.  .Soc.  de 
chir.  de  Par.  III.  284.  —  Kicbard- 
son,  K.  E.  +  twins,  remarkable  sus- 
ceptibility to  the  effect  of  chloroform.  N. 
Or!.  M.  &  S.  J.  V.  437.  — Klcliard- 
son,  'W.  Li.  Case  of  extensive  gangrene  ; 
delivery  by  craniotomy  ;  death.  IJoston  M 
&S.J.  XCVII.  170.  — Smitli,  A.  H. 
Undilated  cervix  as  a  cause  of  delay  in  la- 
bor ;  opium  its  treatment ;  intra-uterine  ap- 
plication of  forceps.  M.  &  S.  Reporter. 
Pkila.  XXXVI.  '485.  — Smith,  A.  H. 
Retarded  dilatation  of  the  os  uteri  in  labor. 
M.  &.  S.  Reporter.  Phila.  XXXVII 
loi,  121.  —  Smith,  H.  Notes  of  a  case 
of  ruptured  vagina  during  labor,  with  recov- 
ery. Tr.  Obst.  Soc.  Loiid.  1S76.  XVII. 
359.  —  Thomas,  C.  H.  Effect  of  pro- 
longed labor  upon  the  life  of  the  child. 
Am.  J.  Obst.  N.  V.  X.  4S3.  — Thomp- 
son,  T.  A.  Complications  in  the  deliv- 
ery of  an  ascitic  foetus ;  the  specimen  ex- 
hibited. Tr.  Obst.  Soc.  Lond.  1876. 
XVII.  4.  — Underbill,  C.  E.  -f  .... 
of  painless  second  stage  of  labor  in  a 
primipara.  Edinb.  M.  J.  XXII.  998. 
Terrier,  E.  +•  Nouvelle  observation 
d'accouchement  chez  une  primipare  agee ; 
resistance  extraordinaire  du  col ;  mort  de  I'en- 
fant ;  cepbalotripsieapres  un  travail  de  cinq 
jours:  accidents  graves;  mort  de  la  mire. 
Reflexions.  Gaz.  obst.  Par.  VI.  369. 
Wellponer,  E.  Vorkomnisse  und  Anom- 
alien  wahrend  der  Geburt.  Wien.  med. 
Presse.  XVIII.  1072.  —  AVilson,  Ham- 
ilton. Case  of  labour  impeded  by  enlarge- 
ment of  the  fcetal  kidnevs.  Edinb.  M.  J. 
XXIII.      271.  — Wiltshire,   A.  +  .... 
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spontaneous  rupture  of  the  vagina,  with  re- 
covery. Tr.  Obst.  Soc.  Lond.  1876.  XVII. 
362-37S. 
IjABOR,  Complicated  with  Con- 
tracted Pelvis.  See  Pelvis,  De- 
tormed. 

Pfeilstickek,  W.  Beitrag  zur 
Behandlung  der  Geburt  beim  engen 
Becken.  Inauguial-Abhandlg.  Tii- 
bin^en.     35  pp.     8°     1877. 

TiMME,  F.  F.  *  Schragverengtes 
Becken  in  Folge  einseitiger  Coxar- 
throcace.     Leipzig.     8°     1876. 

Cuzzi,  A.     Bacino  piatto ; Osserva- 

tore.   Torino.  XIII.  209,257. —  Galabiii. 

-f- dystocia ;  rapid  recovery.  Brit.  M.  J. 

Lond.  1S77.  II.  293.  — Goodell,  W.  The 
mechanism  of  natural  and  of  artificial  labor 
ill  iiaiTow  pelves.  Tr.  Internat.  M.  Cong. 
/  hila.  1876.  777-795-  —  IjC  Koy  de 
I^nngeviniere.  +.  Rachitisme.  Annee. 
iUd.  Caen.  1876.  I.  59. —  Kyan,  R. 
Deformed  pelvis  ;  premature  labour,  seven 
months  and  a  half  after  last  menstruation  ; 
infant  lived  twenty-three  hours.  Dublin  J. 
M.  vSc.  3s.  LXlil.  297.  —  Toviiseiid, 
E.  K.  Case  of  difficult  labor  in  a  dwarf,  com- 
plicated with  convulsions,  delivered  by  the 
cephalotribe.  Dublin  J.  M.  Sc.  3  s.  LXIV. 
90.  —  Vedeler,  B.  C.  Tang  eller  Ven- 
ding ved  det  forsnevrede  Bsekken  ?  Norsk. 
Mag.  f.  Loeger.  Christiania.  VII.  509- 
535.  — Wierrer.  Spontane  Geburt  bei  en- 
gem  Becken.  Aerztl.  Intell.-Bl.  Miltichen. 
XXIV.  371- 
LABOR,  Complicated  with  Tumors. 
See,  also,  Ovary,  Cysts  of;  Ute- 
rus, Tumors  of. 

Gebh,\rdt,  p.  *  Ueber  einen  Fall 
von  Ecchinococcensack  als  Geburts- 
hinderniss.  Greifswald.  8°  1876. 
Broclliu.  Grossesse  i.  terme.  Tu- 
meur  fibreuse  interstitielle  de  I'uterus  em- 
pechant  I'engagement  de  la  tete.  Applica- 
tion de  forceps.     Gaz.  des  hop.     Par.     L. 

1058.  —  Byrne,  J.  A.  + complicated 

with  large  uterine  fibroid ;  delivery  at  full 
time  ;  hemorrhage,  recovery.  Dublin  J.  M. 
Sc.  3  s.  LX'iV.  170.  — Cliadwick, 
.T.  R.  Labor  complicated  with  uterine  fi- 
broids and  placenta  previa.  Tr.  Am.  Gy- 
nec.  Soc.  Boston.  1876.  I.  255-267.  — 
Uepaiil.  -f  .  Fibrome  uterin  compliquant 
I'accouchement.  Gaz.  des  hop.  Par.  L. 
1193.  —  Evers,  E.  -|-.  (Ovarian  tumor.) 
St.  Louis  M.&  S.J.  XIV.  66.— Fritsch, 
H.  Tod  durch  innere  Verblutung  aus  einer 
arrodirten  Uterinvene.  Arch.  1.  Gynaek. 
Berl.  XII.  407-415. —  Haussniann. 
Ueber  Echinococcen  als  Geburtshinderniss. 
Arch.  f.  Gyna;k.  Berl.  XII.  163.— 
IVIadge,  H.  M.  A  case  of  labor  com- 
plicated by  pelvic  tumour  and  by  convul- 
sions. Tr.  Obst.  Soc  Lond.  1876.  XVII. 
20.  —  Qucnu.  Kyste  de  I'ovaire  rompu 
dans  le  periloine  pendant  le  travail ;  pre- 
sentation de  I'epaule  ;  retraction  de  I'uterus  ; 
embryotomie.  Bull.  Soc.  anat.  de  Par. 
4  s.  I.  695.  A Iso,  Vro^rhs.  med-  Par. 
v.  132.  —  R^-yes,  A.  W.  Disuicia.  Cron. 
mi'd.-quir.  de  la  Ilabana.  III.  251. — 
Wloner,  M.  Ueber  Echinococcus-gesch- 
wiilste  des  Beckens  als  Geburtshinderniss. 


Arch.  f.  Gynsek.  Berl.  XI.  572-383.— 
"Williams,  A.  W.  Intra-mural  calcare- 
ous tumour  impeding  labour.  Tr.  Obst.  Soc. 
Lond.     1S76.     XVII.     172. 

LABOR,  InstrumentaL  See  For- 
ceps ;  Embryotomy ;  Cephalotrip- 
sy;  Vagina,  Rupture  of. 

Agne^v,  T.  W.  The  forceps  in  cer- 
tain breech  presentations.  Obst.  J.  Gr.  Brit. 
Lond.  V.  544.  —  Bernardy,  E.  P. 
Application  of  forceps  in  head-last  presen- 
tation. Phila.  M.  Times.  VII.  313-  — 
Bitot.  Emploi  du  crochet  mousse  dans 
un  cas  de  presentation  pelvienne.  Utilite 
d'un  crochet  dynamometrique.  Arch,  de 
tocol.  Par.  IV.  257-268.  —  Braitli. 
waite,  J.  Instrumental  delivery  without 
the  knowledge  of  the  patient.  Obst.  J.  Gr. 
Brit.  Lond.  IV.  725.  —  Cliassagny. 
Sur  la  methode  des  tractions  en  obstetrique. 
Bull.  gt5n.  de  therap.,  etc.  Par.  XCII. 
55S.  —  Galabtn,  A.  Ii.  The  effects  of  a 
frequent  and  early  use  of  midwifery  forceps 
upon  the  foetal  and  maternal  mortality. 
Obst.  J.  Gr.  Brit.  Lo?id.  V.  561-588.  — 
Golfieri,  C.  Utilita  pratica  di  un  mezzo 
di  trazione  in  ostetricia.  Spallanzani.  Mo- 
dena.  XL  549.  — Ilaake,  H.  Ueber 
den  Gebrauch  der  Kopfzange  zur  Extraction 
des  Steisses.  Arch.  f.  Gynaek.  Berl.  XL 
558.  —  Hanion,  L,.  Essai  pratique  sur 
la  traction  mecanique  obst^tricale.  J.  d. 
sages-femmes.  Far.  1874.  II.  60,68,75, 
83,  91,  98,  106,  114,  122,  130,  139,  147,  15s, 
164.  1875.  III.  28,36,42,51,59,66,75,138, 
146,  154.  1876.  IV.  139,  148.  1S77.  V.  218, 
226,  236,  242,251,  258,267,  276,  2S3,  308,314, 
322,339,347.  —  Hamon,  Li.  Simple  note 
sur  un  appareil  obstetrical  i  traction  m^can- 
iques.  Bull.  gen.  de  therap.,  etc.  XCIII. 
130.  —  Hubert,  E.  Du  forceps  ;  theorie 
de  la  traction  et  nouveaux  forceps.  J.  d. 
sc.  m^d.  de  Louvain.  II.  145,  291.  — 
liiebmaim,  M.  A  fogomiitet  javalatai 
^s  feltetel  einek  Kerdesi5  hez.  Orvosi  hetil. 
Budapest.  629,  649,  748,  770,  790.  —  Po- 
rak.  Application  de  forceps  au  detroit 
inferieur;  asphyxie  de  I'enfant,  sugillations 
ecchymotiques ;  congestion  intense  de  la 
substance  tubuleuse  des  reins.  Progrfes  med. 
Par.  V.  290.  —  Pros,  G.  Des  tractions 
instrumentales  en  obstetrique.  Bull.  gen. 
de  tht^rap.  Par.  XCII.  461.  —  Pros. 
De  la  traction  mecanique  appliquee  k  Tart 
des  accouchements.  Gaz.  obst.  Par.  VI. 
100,  1 13.  —  Sandberg.  Om  tvangsfodring. 
Norsk  Mag.  f.  Laegevidensk.  Christi-_ 
atiia.  VII.  215-229.  — Swayne,  J.  G.' 
The  use  of  the  forceps  in  the  first  stage  of 
labour.    Brit.  M.J.    Lo7id.    1877.    I.    508. 

LABOR,  Premature,  Induction  of. 
See,  also.  Placenta  Previa ;  Puer- 
peral Convulsions. 

Robert,  J.  *  Essai  sur  les  pro- 
cedes  operatoires  en  usage  pour  pro- 
voquer  raccouchement  premature 
artificiel,  methode  eclectique.  Paris. 
54  pp.     8°     1877. 

Dolini.  Ueber  kiinstliche  Friihgeburt 
bei  engen  Becken.  Arch.  f.  Gynxk.  Berl. 
XII.  53-74. —  Dohrn,  B.  On  artificial 
premature  labor  with  a  narrow  pelvis. 
[Translated  by  Dr.  Whitley.]  Clin.  Lecu 
(Volkmann's)   N.   Sydenham  Soc.      Lond 
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a  s.  473-485  — Iiandau,  Ii.  Ueber  In- 
dication und  Werth  der  kiinstlichen  Friihge- 
burt  bei  engen  Becken.  Arch.  f.  Gyn^ek. 
Berl.  XI.  1-21.  —  LeKoy  de  Langevi- 
nlfere.  +.  Annee  med.  Caen.  1876. 
I.  61.  —  Marclial,  E.  + par  le  pro- 
cede  de  Krause,  enfant  vivant.  Rev.  med. 
de  Test.  Naticy.  VII.  203.  Arch,  de 
tocol.     Par.      IV.      366.  —  Moretti,    G. 

-)- nella  donna  gestante  prossima  a  mo- 

rire.  Ann.  univ.  di  med.  e  chir.  Milatio. 
CCXXXIX.  507-520.  -  RyaBi,  R.  +. 
Dublin  J.  M.  Sc.  LXIV.  562.  —  Valen- 
ta,  A.  Mit  Erfolg  durchgefiihrter  kiinst- 
licher  Abortus  wegen  nicht  zu  stillenden 
Erbrechen.       Memorabilien.       Heilbrottn. 

XXII.    49.  —  Verrier,  E.     + a  sept 

mois  et  demi ;  bassin  en  feuille  de  tr&fle ; 
emploi  du  forceps,  succes  pour  la  m^re  et 
I'enfant.  Ann.  Soc  med. -chir.  de  Liege. 
XVI.  16. — Vysin.  Osteomalakisches 
Becken.  Einleitung  der  kiinstlichen  Fehl- 
geburt.  Abortus  artificialis.  Wien  med. 
Wchnschr.  XXVII.  1066.  —  Discussion 
acerca  del  parto  prematuro  y  aborto  quinir- 
gico.  An.  Soc  ginec.  espan.  Madrid.  III. 
103. 
LABOR,  Sudden  Death  after.  See, 
also.  Embolism,  Puerperal. 

Robinson,  J.  -f-  -i-.  Med.  Exam. 
Land.  1876.  I.  731.  —  Tlxompson,  J. 
A.  4-  ....  death  four  and  a  haif  hours 
after  delivery :  with  some  remarks  upon  it. 
Med.  Press  &  Circ.  Z<7W.  N.s.  XXIII. 
4^3- 

LACTATION.  See  Breast,  Diseases 
of. 

Jacobl,  A.  The  influence  of  menstrua- 
tion, pregnancv,  and  medicines  in  lacta- 
tion. Am.  J.dbst.  N.Y.  X.  353-364-  — 
Smith,  J.  L.  -1-.  Obst.  J.  Gr.  Brit. 
(Am.  Suppl.)  Phila.  V.  4.  — Wilson, 
TV.  J.  On  strapping  the  breast  as  the  best 
means  of  arresting  the  secretion  of  milk 
after  still-birth.  Dublin  J.  M.  Sc.  LXIII. 
2S6. 

LAPAROTOMY.  See  Abdominal 
Section ;  Uterus,  Extirpation  of ; 
Gastrotomy ;  Gastro-elytrotomy. 

Gillette.  Kyste  multiloculaire  du  liga- 
ment large  droit ;  gastrotomie  ;  mort.  Bull, 
et  mem.  Soc.  de  chir.  de  Par.  III.  246.  — 
Kaltenbacb,  R.  Beitrag  zur  Laparoto- 
miebei  tibrosenTuraoren  des  Uterus.  Ztschr. 
f.  Geburtsh.  u.  Gynak.  Stuttg.  II.  183- 
210.  —  Koeberle.  Reunion  de  la  paroi 
abdominale.  Ann.  de  gynec.  Par.  VII. 
388.  —  liaude.  Fibrome  interstitiel  de 
I'uterus ;  hysterotomie ;  mort  par  h^mor- 
rhagie  secondaire.  Gaz.  med.  de  Bordeaux. 
VI.  299.  —  Ttiomas,  T.  G.  +  abdomi- 
nal pregnancy  treated  by  laparotomy.  Tr. 
Am.  Gynec.  Soc.  Boston.  1876.  I.  185- 
197. 

LARYNGOSCOPE.  See  Genital 
Organs. 

LIGAMENT,  Round. 

Walter,  A.  G.  -f-.  Sarcomatous  tu- 
mor of  the  round  ligament,  with  symptoms 
of  strangulation.  Med.  &  Surg.  Reporter. 
Phila.     XXXVII.     307. 

LIQUOR  Ammon.  acet.  See  Dys- 
menorrhea. 


LIME  "WATER.     See  Pregnancy. 
LITHOTOMY,  Vaginal. 

Dauvergne.  De  I'operation  de  la  taille 
chez  la  femme.  Bull.  gen.  de  th^rap.,  etc. 
Par.  XCII.  505.  —  Hosmer,  A.  -f-. 
Boston  M.  &  S.  J.  XCVII.  579. 
LITHOTRIPSY.  See  Uterus,  Ab- 
normities of. 
LIVER,  Hydatids  of. 

Beccerich,  a.  *  Contribution  a 
I'etude  des  kystes  hydatiques  du  foie. 
Paris.     22  pp.     8°     1877. 

Brassart,  G.  L.  H.  *  fitude  sur 
le  diagnostic  des  kvstes  hydatiques 
e.xternes.  Paris.  62  pp.  8°  1877. 
CouRBis,  E.  *  Contribution  a 
I'etude  des  kystes  du  foie  et  des 
reins,  des  kystes  en  general.  Paris. 
64  pp.     8°     1877. 

Degoix,  C.  *  De  la  ponction 
aspiratrice  dans  le  traitement  des 
kystes  hydatiques  du  foie.  Paris. 
72  pp.     8°     1877. 

M.A.GNANT,  C.  *  Contribution  a 
I'etude  des  kystes  hydatiques  du  foie, 
diagnostic  et  traitement.  Paris.  124 
pp.    8°     1877- 

Verjexs,  J.  *  Des  kystes  hyda- 
tiques du  foie  ouvert  dans  quelques 
organes  de  I'abdomen.  Paris.  36 
pp.     8°     1877. 

Garrigues,  H.  J.  Hydatids  in  the 
liver  treated  by  cauterization.  Proc.  M. 
Soc.  County  Kmgs.     Brooklyn.     II.     123. 

LOCHIA,  Retention  of. 

Wliitton,  D.  TV.  +.  Tr.  Nebraska 
M.  Soc.     1874-76.     75. 

LOCKED  HEADS.    See  Labor,  Ab- 
normal Presentations. 

LYING-IN  Hospitals.     See  Hospi- 
tals, Lying-in. 

LYMPHANGITIS.  See,  also.  Cel- 
lulitis, Pelvic ;  Puerperal  Diseases, 
Lymphangitis  ;  Broad  Ligament. 
Mary,  G.  *  £tude  sur  une  forme 
d'adenolvmphite  peri-uterine.  Paris. 
68  pp.     8°     1877. 

Guertn,  A.  Peri-lymphite  post-pubi- 
enne.  France  med.  Par.  XXIV.  753- — • 
Poulin,  A.  Adeno-lymphangite  post-pu- 
bienne.     France  med.    Par.    XXIV.    657. 

MALARIA. 

Bnrdel,  E.  Une  m^re  impalud^e  peut- 
elle  transmettre  son  affection  k  I'enfant 
nouveau-ne?  Ann.  de  gynec.  Par.  VIII. 
32. 

MALPRACTICE.    See  Uterus,  Can- 
cer of;  Midwives. 

MAMMARY  Abscess.     See  Breast, 
Diseases  of. 

MANIA.     See   Puerperal  Diseases, 
Mania  ;  Uterus,  Abnormities  of. 

MARTINEAU,    Harriet,    Case    o£ 
See  Ovary,  Cysts  of. 
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MASSAGE.  See  CELLULITIS, 
Pelvic. 

MASTITIS.    See  Breast,  Disease  of. 

MASTURBATION". 

Giovanni,  A.  de.  Di  una  causa  poco 
valutata  nella  patogenesi  di  alcune  inferiniti 
muliebri.  Gazz.  med.  ital.  lomb.  JMilano. 
XXXVir.     141. 

MATERNAL  Impressions.  See  Fe- 
tus, Maternal  Impressions  on. 

MATERNITY  Hospitals.  See  Hos- 
pitals, Lying-in. 

MATICO.  See  Hemorrhage,  Post- 
partum. 

MEMBRANES,  Fetal.  See,  also, 
Labor. 

Valenta,  A.  Ueber  den  sogenannten 
polypenformigen  innern  VorfaJl  der  Frucht- 
blase.  Ztsciir.  f.  Geburtsh.  u.  Gynak. 
Stuttz-     II-     34. 

MEMBRANES,  Serous. 

San  Martin,  J.  *  Plaies  des 
sereuses,  traitees  par  le  pansement 
de  Lister.     Paris.     24  pp.     1877. 

MENINGITIS,  Cerebro-spinal. 

Benicke,  F.  Complication  der  Geburt 
durgh  eitrige  cerebro-spinal  Meningitis. 
Ztschr.  f.  Geburtsh.  u.  Gynak.  Stuttg.  I. 
33 

MENOPAUSE.  See,  also.  Menstru- 
ation, Anomalies  of. 

Barie,  E.  *  fitude  sur  la  meno- 
pause.    Paris.     204  pp.     8°     1877. 

Force,  V.  *  Du  rhumatisme  a 
la  menopause.     Paris.     40  pp.     8° 

1877- 

WiLLETTE,  T.  *  Etude  sur  les 
accidents  nerveux  de  la  menopause. 
Paris.     28  pp.     8°     1877. 

Merson,  J.  The  climacteric  period  in 
relation  to  insanity.  West  Riding  Lun. 
Asy.  Rep.     Lotid.     1S76.     VI.     85-107. 

MENORRHAGIA.  See,  also,  Hy- 
drastis. 

Waldenstrom,  J,  A.  Om  behand- 
lingen  af  forymniga  menses.  Upsala  La- 
karef.     Forh.     XII.     435-452. 

MENSTRUATION.  See,  also.  Con- 
ception ;  Menopause  ;  Lactation ; 
Ovary  ;  Ovulation  ;  Uterus  ;  Men- 
orrhagia ;  Vagina,  Abnormities 
of;  Ovariotomy. 

jACOBi,  Mary  Putnam.  The 
question  of  rest  for  women  during 
menstruation.  Boylston  Prize  Essay. 
New  York.     232  pp.     1877. 

Gerrard,  J.  Menstruation  in  the  lower 
animals.  Vet.  J.  and  Ann.  Comp.  Path. 
Loud.  IV.  323.  —  Jepson,  S.  Li.  The 
relation  of  ovulation  to  menstruation.  Tr. 
M.  Soc.  W.  Virginia.  275-285.  — Nunes, 
J.  C.,Jr.  Menstruagao.  Theoria  de  Rou- 
get  elucidada.  Rev.  med.  Rio  de  Jan. 
IV.  137.  —  I'arvin,  T.  A  brief  study  of 
one  hundred  cases  of  menstruation.  Am. 
Pract.  Louisville.  XVI.  65. — Storer, 
H<  R.     On  the  importance  of  the  uterine 


ebb  as  a  factor  in  pelvic  surgery.  Edinb. 
M.  Jour.     XXII. _  577.— WiUiams,  J. 

H — (-....  illustrating  the  changes  which  oc- 
cur periodically  in  the  mucous  membrane  of 
the  uterus.  Obst.  J.  Gr.  Brit.  Loud.  V. 
593- 
MENSTRUATION,  Anomalies  of. 
See  also,  Hematometra ;  Meno- 
pause ;  Dysmenorrhea ;  Puberty. 

ToRTHE,  L.  *  D'une  forme  rare 
de  deviation  menstruelle.  Paris.  64 
pp.    8°     1877. 

Holman,  J.  B.  *  Considerations 
sur  la  menstruation  chez  les  femmes 
rhumatisantes.     Paris.     48  pp.     8° 

1877. 

Carrasco,  Li.  Urticaria  febril  intensa 
producida  por  retropulsion  del  flujo  catame- 
nial.  Rev.  de  med.  y  cirurg.  pract.  Ma^ 
drid.  I.  538.  —  Craig.  -V  . . . .  Tr. 
M.   Soc.   N.   Jersey.      122,  209.  —  Gray, 

G.   D.      -\-   vicarious  from  mammary 

glands.  Am.  M.  Bi-Weekly.  Louisville. 
VII.  146.  —  Krisliaber.  Hemorrhagic 
linguale  a  I'epoque  de  la  menopause.  Ann. 
d.  mal.  de  I'oreille,  du  larynx  et  des  org. 
com.  Par.  III.  38.  —  Iiavvrence,  A. 
E.  A.  Notes  on  a  case  of  retained  men- 
strual discharge.  Obst.  J.  Gr.  Brit.  Land. 
V.  108.  — Parvln,  T.  An  illustration  of 
xenomenia.  Tr.  Am.  Gynec.  .Soc.  Boston. 
1876.  I.  135.  —  PuecJi,  A.  A  propos 
d'une  deviation  des  menstrues  ayant  per- 
sist^ pendant  toute  la  duree  de  la  vie  sexu- 
elle.  Gaz.  obst.  Par.  VI.  2.  — Sey- 
mour, B.  H.  G.  -f vicarious  sim- 
ulating hemoptysis,  treatment.  Med.  & 
Surg.  Reporter.  Pkila.  XXXVI.  242.— 
Stiller,  B.  Ueber  Menstrual- Exanthema. 
Berl.  klin.  Wchnschr.  XIV.  731.— 
"Waclis,  O.  -f-  vorzeitiger  Menstiiiation 
bei  einem  dreijahrigen  Kinde.  Ztschr.  f. 
Geburtsh.  u.  Gynak.    Shdtg.     I.     173-188. 

METRITIS.  See  Uterus,  Inflam- 
mations of. 

METRORRHAGIA.  See,  also,  Hy- 
drastis ;  Hemorrhage,  Post-par- 
tum ;  Placenta  Previa  ;  Placenta, 
Retained. 

Byford,  W.  H.  The  causes  and  treat- 
ment of  non-puerperal  hemorrhages  of  the 
womb.  Tr.  Internat.  M.  Cong.  Phila. 
1S76.  762-776.  —  Chevallereaii,  A. 
Traitement  de  la  metrorrhagie.  France 
m^d.  Par.  XXIV.  707.  —  Hamon. 
Simple  note  sur  le  tamponnement  direct  de 
I'orifice  cervical,  pour  la  repression  de  la 
metrorrhagie.  Rev.  de  thi^rap.  m^d.-chir. 
Par.  XLIV.  151.  —  Hamon.  L'inci- 
tateur  cervical  hydrostatique  de  I'auteur. 
Ses  applications  i  la  pratique  obstetricale. 
Rev.  de  therap.  med.-chir.  Par.  XLIV, 
12,  122.  —  Hicks,  J.  B.  On  haemorrhage 
from  the  retroflected  uterus,  and  its  treat- 
ment. Brit.  M.  J.  Loud.  1877.  II.  469. 
—  L.eroy.  -f-....  incoercibles  chez  une 
jeune  fiUe  de  13  ans  ;  transfusion  ;  gu^rison. 
Union  med.  et  scient.  du  nord-est.  Reims. 
I.  57.  —  Paul,  C.  Du  traitement  rapide 
des  metrorrh.igies  sur  les  injections  sous- 
cutan^es  d'extrait  d'ergot  de  seigle.  Arch, 
de  tocol.   Par.    732.  —  Ruuge,  M.    Ver- 
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suche  mit  Einspritzungen  von  heissen  Was- 
ser  bei  uterinen  Blutungen.  Berl.  klin. 
Wchnschr.      XIV.      169. —  Savage,    T. 

Incision   of    the    cervix    in Lancet. 

Land.  1877.  II.  45S.  —  Strapart.  Hein- 
orrhagies  uterine  incoercibleschez  une  jeune 
fille  de  13  ans.  Transfusion;  gu^rison.  Rev. 
med.  frang.  et  etrang.  Par.  I.  307.  — 
Sutton,  K.  S.  On  the  surgical  treatment 
of  uterine  hemorrhage.  Chicago  M.  J. 
XXXV.  255.  — Xreiilioline,  E.  H. 
Uterine  hemorrhage  during  gestation.  Tr. 
Internat.  M.  Cong.     Phila.     1876.     870. 

MIDWIFERY.  See,  also,  Obstetrics. 

Churchill,  F.  A  manual  for 
midwives  and  monthly  nurses.  3 
ed.     London.     8°     1877. 

SCHULTZE,  B.  S.  Lehrbuch  der 
Hebammenkunst.  Mit  82  (eingedr.) 
Holzschn.  5  Aufl.  Leipzig.  8°  354 
pp.  1877. 
MIDWIVES.  See,  also,  Calendar, 
Labor. 

Mair.  Fahrlassige  Korperverletzung 
bei  Ausiibung  des  Gewerbs  durch  Blutver- 
lust  in  Folge  schuldhaften  und  unvollkom- 
mener  Liisung  der  Nachgeburt  durch  eine 
Hebamme.  Friedreich's  Bl.  f.  gerichtl. 
Med.  Niirnberg.  XXVIII.  454-466. 
MILK.  See-,  also,  Pregnancy ;  Puer- 
peral Convulsions. 

BucHOLZ,  W.  *  Das  Verhalten 
der  Colostrumkorper  bei  unterlasse- 
ner  Saugung.  Gottingeji.  20  pp.  8° 
1877. 

Capron,  E.  *Des  anomalies  de 
la  secretion  mammaire.  Paris.  68 
pp.     8°     1877. 

Anarion,  C.  Influence  de  I'alimenta- 
tion  sur  la  qualite  et  la  quantite  du  lait  chez 
la  femme  et  les  principales  femelles  domes- 
tiques.  Arch  de  tocol.  Par.  IV.  385.  — 
Heine,  I.  "\V.  The  prevention  and  sup- 
pression of  the  secretion  of  milk.  Med. 
Exam.  Land.  1876.  I.  48.  —  Larclier. 
£tude  gen^rale  sur  le  lait  rouge.  Ann.  de 
gynec.  Par.  WW.  241-258. —  Stenberg, 
S.  Nagra  iakttagelser  och  forsok  betraf- 
fande  den  kvantitutiva  bestamningen  af 
agghvi,  teamnena  uti  kvinnom  jolken  (quel- 
ques  observations  et  experiences  pour  de- 
terminer la  quantite  de  matieres  albumi- 
noides  que  contient  le  lait  de  la  femme.) 
Nord.  med.  Ark.  Stockholm.  IX.  1-24. 
(No.  7.)  Taylor,  B.  D.  The  so-called 
milk-fever  and  antiseptic  midwifery.  Med. 
Rec.  N.  y.  XII.  343.  —  Verrier, 
E.  De  I'analyse  du  lait  de  femme  par  I'ac- 
coucheur.     Gaz.  obst.     Par.    VI.     81. 

MIND,  Diseases  of.  See,  also.  Pu- 
erperal Diseases,  Mania ;  Insan- 
ity. 

Ripping.  Die  Geistenstorungen 
der  Schwangeren,  Woclinerinnen, 
und  Saugenden;  monograpisch  bear- 
beitet.  Sttittoart.  193  pp.  8°  1877. 
Weber.  Schwangerschafts-  und  Puer- 
peralpsychosen.  Jahresb.  Gesellsch.f.  Nat. 
u.  Hellk.  in  Dresd.     1876.     131-143. 


MISCAKEIAGE.  .SV^  Labor,  Pre- 
mature ;  Abortion  ;  Albuminuria ; 
Fetus,  Malformation  of;  Placenta, 
Diseases  of. 

MOLE,  Hydatid. 

Daiizats,  G.  -j-.  Arch,  de  tocol.  Qar. 
554.  —  Horsley.  4".  Med.  Exam.  Loud. 
1876.  I.  608.  —  Kennard.  Uterine 
molts,  true  and  false  ;  membranous  dysmen- 
orrhoea,  vaginal  and  uterine  casts.  St-  Louis 
M.&.S.  J.  N.  s.  XIV  113-127.  — Van- 
verts.   ^.      Bull.   med.  du  nord.     Lille. 

XVI.  16.  — Williams,  J.  -t-.  Tr.  Obst. 
Soc.  Lond.  1876.  XVII.  2.  — Weber, 
r.  Beitrag  zur  Blasenmolenschwanger- 
schaft.  (Mola  hydatidosa,  racinosa,  aquosas 
myoxma  cystoides,  Virchow.)  St.  Petersb. 
med.  Wchnschr.     II.     22,37,45. 

MONSTROSITIES.  See  Fetus, 
Malformations  of. 

Hirigoyen,   Li.    -f- foetus    cyclo- 

cephalien.  Ciaz.  m^d  de  Bordeaux.  VII. 
293, 306.  —  Ranking,  S.  A.  -f-. . .  .united 
twins:  three  months  old.  Ind.  M.  Gaz. 
Calcutta.  XII.  158.— Wallace.  -|- 
(anencephalic).  Tr.  Obst.  Soc.  Lond.  1876. 

XVII.  176. 

MORPHINE.  See,  also.  Peritonitis ; 
Pregnancy ;  Puerperal  Convul- 
sions. 

Wiglesworth,  A.     On  morphia  as  a 
parturifacient.     Obst.  J.   Or.  Brit.     Lond 
V.    368-3S2. 
MOTHERS'    Duties. 

Ammon,  F.  U.  Die  ersten  Mut- 
terpflicliten  u.  die  erste  Kinders- 
pflege.  Belehrungsbuch  fiir  junge 
Frauen  und  Mutter.  21  Aufl.  durch- 
gesehen  v.  Geh.  Med.-R.  Dir.  F. 
Winckel.  Leipzig.  312  pp.  i6<^  1877. 
NiEMEYER,  P.  Aerztlicher  Rath- 
geber  fiir  Miitter.  Shitt^art.  20 
Hlzschn.  382  pp.  8°  1877. 
NARCOTICS.      See   Fetus,   Effects 

of  Maternal  Medication  on. 
NEURALGIA.     See  Abortion. 
NIPPLES.     See,  also,  Breast. 

CouRGEY,  S.  *  Frequence  des 
lesions  du  mamelon  et  de  la  mamelle 
chez  les  nourrices  ;  remarques  sta- 
tistiques  sur  589  observations  d'ac- 
couchements  et  de  suites  de  couches. 
Paris.     4°     1877. 

Bailly.  NouVeau  bout-de-sein  artificial 
dit  bout-de-sein  de  verre  ou  bout-de-sein 
transparent.  Gaz.  des  hop  Par.  L.  500. 
Sawyer,  E.  AV.  Affections  of  the  nip- 
ple and  breast  incident  to  early  lactation. 
Chicago  M.  J.  &  Exam.  XXXV.  561- 
5S2. 
NITRIC  Acid.  See  Uterus,  Dis- 
eases of. 
NOCTURNAL  Emissions. 

Morris,  J.  Nocturnal  emissions  in 
women.  Tr.  Med.  &  Chir.  Fac.  Maryland 
93- 

NUX  VOMICA.     See  Vomiting. 
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NYMPHS.       See  Labia ;  Vulta. 
OBSTETRIC   Bag. 

Francis,   G.   E.     The  obstetric  bag. 
Bost    M.  &  S.  J.    XCVI.     763. 
OBSTETRICS.     See,  also,  Gynecol- 
ogy ;    Midwifery ;   Hospitals,   Ly- 
ing-in. 

BiRNBAUM,  F.  H.  G.  Die  Ge- 
burt  des  Menschen  und  ihre  Be- 
handlung.  Berlin.  2  Aufl.  375  pp. 
8°     1877. 

Francesco,  C.  M.  Appunti  in- 
torno  ad  un  viaggio  obstetrico  in 
Francia  ed  Inghilterra.  Modena. 
1877. 

Hemming,  W.  D.  Questions  and 
answers  on  materia  medica,  med- 
icine, midwifery,  pathology,  and  fo- 
rensic medicine.     London.     1877. 

Kehrer,  F.  a.  Beitrage  zur 
vergleichenden  und  experimentellen 
Geburtskunde.  6  Hft.  Ueber  die 
Bedingungen,  des  respiratorische 
Lufteintritts  in  den  Darmkanal,  mit 
5  Lithog.    Giessen.    22  pp.    8°    1877. 

Kleinwachter,  L.  Grundriss 
der  Geburtshiilfe  fiir  praktische 
Aerzte  und  Studirende.  Wien.  434 
pp.     Roy.  8°     1877. 

Lange,  M.  Lehrbuch  der  Ge- 
burtshiilfe fiir  Hebammen.  Leipzig- 
it  Aufl.     415  pp.     8°     1877. 

LaRoche,  p.  *  Beitrage  zur  ge- 
burtshilflichen  StatistiL  Greifswald. 
8°     1877. 

Macari,  F.  Compendio  di  oste- 
tricia,  ginecologia  e  pediatria.  Mo- 
dena.    8°     Fig.     1877. 

Martin,  A.  Leitfaden  der  oper- 
ativen  Geburtshiilfe.  Berlin.  346 
pp.     8°     1877. 

New  Sydenham  Society  (Volk- 
mann's).  Clinical  lectures  on  sub- 
jects connected  with  medicine,  sur- 
gery, and  obstetrics.  512  pp.  2  s 
London.     1877. 

Pajusco,  F.  Sulla  diagnosi  os- 
tetrica  studj.     Roma.    8°     1877. 

Schroeder,  K.  Lehrbuch  der 
Geburtshiilfe  mit  Einschluss  der  Pa- 
thologic der  Schwangerschaft  und 
des  Wochenbettes,  mit  113  in  den 
Text  gedruckten  Holtzschnitten,  5 
neu  durchgearbeitete  Auflage.  Bonn. 
816  pp.     8°     1877. 

Spiegelberg,  O.  Lehrbuch  der 
Geburtshiilfe  fiir  Aerzte  und  Studi- 
rende. Lahr.  Roy.  8*^  2  vol. 
1877-78. 

Boyland,  G.  H.  Medico-legal  obstet- 
rics.    Med.   &   Surg.    Reporter.     Pkila.  I 


XXXyil.  16s,  241.  —  Cazzanl,  I,. 
Prelezione  al  corso  di  ostetricia  e  ginecolo- 
gia nella  R.  UniversitJ  di  Cagliari  Gazz. 
med.  ital.  lomb.  Milano.  7  s.  IV.  371, 
3X1. — Goguel,  Li.  Accouchement  cliez 
les  Hebreux  et  les  Arabes.  Gaz.  hebd.  de 
med.  et  de  chir.  Par.  2  s.  XIV.  363.  — 
Groth,  C.  JVI.  Obstetriska  iakttagelser. 
Hygiea.  Stockholm.  XXXIX.  537-553, 
584-625.  —  Mann,  M.  D.  Report  on  Ob- 
stetrics for  1875-76.  Am.  J.  Obst.  N.  Y. 
X.  130-15S.  —  McMahon,  H.  M.  Child- 
birth among  the  Chippewa  Indians.  Tr. 
Minnesota  M.  Soc.  St.  Paul.  1876.  79. — 
Muitiford,  S.  E.  Is  meddlesome  mid- 
wifery bad  ?  Am.  Pract.  Louisville.  XVI. 
337.  — Priestley,  W.  O.  The  history  of 
obstetric  medicine  m  Manchester.  Obst.  J. 
Or.  Brit.  Lo7id.  V.  531.  Also,  Brit.  M. 
J.  Loud.  I'iTj.  II.  iSi. — Priestley, 
W.  O.  An  address  on  some  subjects  in 
obstetric  medicine.  Brit.  M.  J.  Loud. 
1877.  I.  4. — Savage,  T.  Obstetric  prog- 
ress. Birmingham  M.  Rev.  VI.  108. — 
Taniler.  Un  mannequin  obstetrical.  Gaz. 
hebd.  de  med.  Par.  2  s.  XIV.  815.— 
Valera  y  Jimenez,  T.  Cuatro  palabras 
sobre  obstetricia.  Anfiteatro  anat.  esp. 
Madrid.  V.  86,  99.  —  West,  C.  The 
inaugural  address  delivered  before  the  ob- 
stetrical society  of  London  on  Feb.  7,  1877. 
M.  Times  &  Gaz.  Land.  1877.  !•  '37. 
OBSTETRICS,  Cases  of. 

Charles,  N.  Deuxieme  s^rie  de  cent 
operations  pratiquees  dans  des  accouche- 
ments  difficiles.  Ann.  Soc.  med. -chir.  de 
Li^ge.  XVI.  411-436.— Faye,  F.  C. 
Beretning  om  Bevsgelsen  fraa  Fodselsstif- 
telsen  i  12  Aarstid,  srummet  fra  1S64-1875. 
Norsk  Mag.  f.  Lasgevid.  Christiania.  VII. 
661-669,  733-759-  —  Ingalls,  W,  A  sy- 
nopsis of  private  obstetrical  practice  for  for- 
ty-two years  previous  to  January  i,  1876. 
Boston  M.  &  S.  J.  XCVI.  485-49S. — 
Jardlne,  J.  -|-  +.  Med.  Rep.  Customs 
Gaz.  Shanghai.  1877.  Pt.  VI.  5. — 
Kinsman,  D.  W.  Synop.sis  of  four  hun- 
dred cases  of  obstetric  practice.  Ohio  M. 
Recorder.  Columbus.  I.  385-397.  —  Le'W- 
is,  M.  Analysis  of  fifty  consecutive  obstet- 
rical cases.  Virginia  M.  Month.  Richiiioiid. 
IV.  521.— Petit,  A.  -I-  -I-.  N.  Orl. 
M.  &  S.  J.  IV.  504.  — Plaisted,  W. 
H.  Analysis  of  eight  hundred  consecutive 
midwifery  cases.  Lancet.  Lotid.  1877.  II. 
568.  —  Tlieopold.  Ueber  Verlauf  und 
Behandlung  von  20,000  Geburten.  Nach 
Berichten  der  Hebammen.  Deutsche  med. 
Wchnschr.  Berl.  III.  220,231. — Tuck* 
ey,  T.  4- -f-.  Med.  Press  &Circ.  Lond. 
N.  s.  XXII.  306.  —  Winsor,  F.  Cer 
tain  statistics  selected  from  a  report  made  to 
the  society  on  obstetrical  cases  in  1875. 
Boston  M.  &  S.  J.     XCVII.     33. 

OMPHALO-MESENTERIC   Duct. 

Alllf  eld,  F.     Ueber  die  Persistenz  der 

Dottergefasse,  nebst  Bemerkungen  iiber  die 

Anatomic    des    Dotterstranges.      Arch.    i. 

Gynask.     Berl.     XI.     184-197. 

OSTEOMALACIA.  See,  also,  Cepha- 
lotripsy;  Labor,  Premature,  In- 
duced ;  Pelvis,  Deformed. 

Krauss,  J.  -\-.  Med.  Cor.-Bl.  d. 
wurttemb.  arztl.  Ver.  Stuttgart.  XLVII. 
175. 
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OVARIOTOMY.  See,  also,  Uterus, 
Extirpation  of. 

Hidalgo,  W.  Estudio  sobre  la 
ovariotomia  e  histerotomia.  Rela- 
cion  de  un  caso  de  histerotomia  op- 
erado  con  buen  exito  por  el.  Santi- 
ago.    io8  pp.     1877. 

Lemcke,  H.  *  Ein  Beitrag  zur 
Casuistik  der  Ovariotomie.  Greifs- 
wald.     8°     1877. 

Antal,  G.  Experimeiitelle  Studien  iiber 
der  Gassenligatur  der  Gefasse  der  Ovarien. 
Allg.  m.  Cenrral-Ztg.  Berl.  XLVI.  133.— 
Atlee,  W.  F._  IVlenstruation  by  the  pedi- 
cle, after  ovariotomy.  Am.  J.  M.  Sc. 
Pkila.  LXXI V.  2SS.  —Atlee,  W.  F. 
Pelvic  adhesions  in  ovariotomy.  Am.  J. 
M.  Sc.  Phila.  LXXIII.  131.  —  Brick- 
ett,  G.  E.  History  of  ovariotomy  in 
Maine.  Proc.  Maine  M.  Ass.  VI.  73- 
p6.  —  Doran,  A.  On  complete  intra-per- 
itoneal  ligature  of  the  pedicle  in  ovariot- 
omy. St.  Barthol.  Hospt.  Rep.  Land. 
XIII.  195.  I  PI.— Heatli,  C.  A  clinical 
lecture  on  ovariotomy.  Brit.  M.  J.  Loud. 
1877.  I.  737.  —  Hegar,  A.  Ueber  die 
Extirpation  normaler  und  nicht  zu  umfang- 
lichen  Tumoren  degenerirter  Eierstocke. 
Centralbl.  f.  Gynak.  Leipz.  I.  297-307. — 
Hovvitz,  F.     Bidrag  til  Ljeren  om  Kon- 

traindikationer  for Gynsek.  og  Obst. 

Meddelelser.  Kj'dbenhavn.  I.  3-46.  — 
Mason,  F.  +.  N.York  M.J.  XXVI. 
535. —  Kicliinond,  J.  M.  Lister's  anti- 
septic method  in  ovariotomy.  Med.  Rec. 
N.Y.  XII.  14.— Robillard,  E.  Tr. 
Canada  M.  Ass.  I.  163.  —  Schroder. 
Ueber  die  Lister'sche  Methode  bei  der  Ova- 
riotomie (with  discussion).  Verhandl.  d. 
Beri.  med.  Gesellsch.  VIII.  61.— StU- 
ling,  B.  Ueber  die  chirurgische  Behand- 
lung  des  Ovarialsliels  nach  der  Ovariotomie, 
und  iiber  die  Ovariotomie  in  einem  Acte. 
Deutsche  med.  Wchnschr.  Berl.  III.  123, 
134-  —  Todd,  S.  S.  Ovariotomy.  St. 
LouisM.&S.J.  XIV.  390-402.  — Weg. 
ner,  G.  Chirurgische  Bemerkungen  iiber 
die  Peritonealhohle  mil  besonderer  Be- 
riicksichtigung  der  Ovariotomie.  Verhand. 
deutsch.  Gesellschaft  f.  Chir.  Berl.  II. 
3-97- 

OVARIOTOMY,  Cases  of.  See,  also. 
Ovariotomy  ;  Gastrotomy  ;  Hys- 
terotomy ;  Broad  Ligament. 

Dettmar,  O.  *  Zwei  Ovarioto- 
mien.     Greifswnld.     8°     1877. 

Anderson,  "W.  F.  + by  the  anti- 
septic method.  Med.  Rec.  N.  V.  XII. 
356.  —  d'Antona,  A.  +•  Movimento 
med.-chirurg.  Xafioli.  1S76.  VIII.  321, 
337. — Armstrong,  W.  H.  +.  Rich- 
mond &  Louisville  M.  J.  XXIV.  179.— 
AtthiU,  L.  -f-  +.  Med.  Press.  &  Circ. 
Land.  XXII.  21. —  Atlee,  W.  L.  + 
double  ....  for  sarcomatous  degeneration, 
with  microscopic  examination  of  specimens. 
Med.  &  Surg.  Reporter.  P/tila  XXXVI. 
130.  —  Bantock.  On  drainage  in  ovari- 
otomy. Brit.  M.J.  1877.  II.  436.  — Bat- 
tey,  R.  Extirpation  of  the  functionally 
active  ovaries  for  the  remedy  of  otherwise 
incurable  diseases.  Tr.  Am.  Gynec.  Soc. 
Boston.  1876.  I.  101-120.  —  Blake,  J. 
VOL.   Ill,  29 


G.  -f.  BostonM.  &S.  J.  XCVII.  209. 
—  Bocchinl,  A.  -|-.  Raccoglitore  med. 
Forli.  4s.  VIII.  445-473.  — Boissarie. 
-f-.  Gaz.  des  hop.  Par.  L.  19.  —  Brito, 
G.  H.  de.  -f-.  Coireio  med  de  Lisboa. 
VI.  49.  —  Birflfum,  J.  H.,  and  Frank, 
T.  F.  -(-.  Hahneman.  Month.  Phila. 
XII.  521.  — Burgess,  O.  O.  -f-.  Pa- 
cific M.  &  S.  J.  Safi  Fran.  XIX.  346.— 
Carrasco,  J.  -(-.  Rev.  de  med.  y  cirug. 
prict.  Madrid.  I.  531. —  Casson,  f. 
-f- . . . .  Insucces  de  deux  ponctions  avec  in- 
jections iodee.  Ovariotomie  — incident  Im- 
prevu,  provenant  d'une  enorme  ma,sse  kys- 
tique,  situ^e  en  avant  de  la  tumeuret  sVtant 
developp^e   depuis  la  2nie  ponction.     Pau 

mdd.   I.   33,41.  —  Chambers,  T.  -f- 

under  antiseptic  influence.    Lancet.    Land. 

1877.    I.    108.  — Chambers,  T.    -\- 

laceration  of  the  bowel,  recoverj'.  Lancet. 
Land.  1877.  II.  312.  —  Chesney,  J. 
P.  -I-.  St.  LouisM.&S.J.  N.s.  XIV. 
284.  —  Codd,  G.  +.  Lancet.  Lortd. 
1877.  I.  123.  — Davis,  S.T.  +.  Med. 
&  Surg.  Reporter.    Phila.     XXXVI.     193. 

Do'^v,  T.  C.     -f- extensive  adhesions 

with  cysto-sarcomatous  degeneration.  Am. 
M.  Bi-Weekly.  Louisville.  VII.  53.— 
Dupont.  +  -f-.  Bull.  Soc.  med.  suisse 
romande.  Lausanne.  XI.  25,66. — Ed- 
dowes,  A.  -|-.  Lancet.  Loud.  1877. 
I.  421— Eder,  A.  -|-  -|-.  Med. -chir. 
Centralbl.  IVien.  XII.  279,  304,  316. — 
Ensor,  F.  +  double.  Med.  Times  & 
Gaz.  Land.  187^.  II.  175.  —  Geissel, 
R.  Fibrom  des  linken  Ovariums ;  Ovari- 
otomie ;  Drainage  ;  Heilung.  Deutsche  med. 
Wchnschr.     Berl.     III.     492.  —  Geissel, 

R.  -|- Klammerbehandlungdes  Stieles. 

Heilung.  Deutsche  med.  Wchnschr.  Berl. 
III.  479.  —  Gillette.  4-  -)-.  L'Union 
m^d.  Par.  3  s.  XXIII.  229,328.— 
Goodell,  W.  -t-.  Med.  &  Surg.  Re- 
porter. Land.  XXXVI.  149. -Grif- 
fiths, T.  D.  -\-  dermoid.  Tr.  Path.  Soc. 
1876-77.  Lond.  XXVIII.  196.  — Guild, 
J.  +.  Nashville  J.  M.  &  S.  XX.  170. 
Also,  Med.  &  Surg.  Reporter.  Pkila. 
XXXVII.  365.  — Hagan,  M.  +  Tr. 
Minnesota  M.  Soc.  St.  Paul.  1876.  128. 
—  Hall,  "W.  TV.  ++.  Tr.  Mississippi 
M.  Ass.  X.  150. —Heath,  G.  T.  -f 
under  spray :  pedicle  tied  in  sections  with 
antiseptic  ligatures.  Brit.  M.  J.  Lond. 
1877.  I.  808.  —  Hegar,  A.  Zur  Extirpa- 
tion normaler  Eierstocke  bei  Fibromyomen 
des  Uterus.  Centralbl.  f.  Gynak.  Leipz. 
I.  73. — Heustis,J.F.  -f- with  remarks. 
N.  Ori.  M.  &  S.  J.  IV  495.  — Kirk- 
ley,  C.  A.  -f--  Ohio  M.  Recorder.  Co- 
lumbus. I.  433-446.  —  Kirkley,  C.  A. 
Cystic  fibromata  of  both  ovaries ;  ovariotomy 
at  different  times.  Toledo  M.  &  S.  J.  I. 
353-364.  —Kleberg,  B.  G.  Drei  Ovari- 
otomieen  und  drei  Extirpationen  des  Ute- 
rus mit  Anwendung  der  elastischen  Ligatur 
an  Stelle  des  Clamp.  St.  Petersb.  M. 
Wchnschr.  II.  333.  —  Kocher.  -f  -|-. 
Cor.-Bl.  f.  schweizer  Aerzte.     Basel.     VII. 

6.  —  Laude.    + fibro-kystique.    Gaz. 

qi^d.  de  Bordeaux.  VI.  323.  —  Laude. 
Gaz.med.de  Bordeaux.  VI  349.  —  L,e- 
diard,  H.  A.  +.  Med.  Times  &  Gaz. 
Lond.  1S77.  II.  616.  — Levis,  R.  F., 
and  Roberts,  J.  B.  -f .  Phila.  M.  Times. 

VIII.   126.  —  Mallns,  E.   -f previous 

tapping :   recovery.     Med.   Exam.    Lond. 
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II.  8s9-  —  Mazzoni,  C.  -f-.  Clin.  chir. 
n.  Univ.  di  Roma.  1876.  III.  189. — 
Mazzoni.    Mioma.    Gazz.  med.  di  Roma. 

III.  I.  —  Mazzoni.  +•  Attid.Accad. 
med.  di  Roma.  I-II.  Fas.  2.  179. — 
McAllister,  TV.  Li.  +.  Cincin.  Lancet 
&  Observ.     XX.     60.  —  Mercati,  G.    -\- 

dal  professor  Giuseppe  Corradi  nella 

clinica  chirurgica  dell'  instituto  superiore  di 
Firenze.  Imparziale.  Firejize.  XVII. 
457, 481-491 .  —  Alicliaux,  +  recueillie  par 
M.  Ranivez.  J.  d.  sci.  med.  de  Louvain. 
II.  13.  —  Miner,  J.  r.  +  by  enuclea- 
tion.  Tr.  Internat.  M.  Cong.   Phila.    1S76. 

801.  —  Mossup,  J.   + tumour  sessile ; 

cauterisation.     Obst.    J.    Gr.    Brit.     Land. 

IV.  757.  — Murney.  +.  Dublin  J.  M. 
Sc.     LXIII.     291.  — Murphy,   J.   H. 

+ Tr.  Minnesota  M.  Soc.  69.  —  Page, 

i".    +.    Students'  J.  &  Hosp.  Gaz.    Loud. 

V.  255.  —  Polaillou.  + +•  Union  med. 
Par.  3  s.  XXIV.  965.  — Potter  «fc 
Cowell.  +  antiseptic ;  recovery.  Lancet. 
Lotid.  1877.  II.  801.— Prewitt,  T.  r. 
Ovarian  cyst ;  four  tappings  in  eleven  years; 
two  labours  at  full  term,  and  one  miscarriage 
during  existence  of  the  tumor;  ovariotomy; 
recovery;  menstruation  from  the  pedicle. 
Am.  J.  M.Sc.  Phila.  N.  s.  1876.  LXXI. 
422.  —  Ranivez.  +.  J.  d.  sc.  med.  de 
Louvain.  II.  13. — Riclimond,  J.  M. 
+.  St.  Louis  M.  &  S.  J.  N.  s.  XIV. 
279.  —  Roberts,  I-.  +.  Med.  Exam. 
Land.  II.  823.  —  Sanders,  R.  C.  +. 
India  M.  Gaz.  Calcutta.  XIL  292.  — 
Sells,  C.  +.  Brit.  M.  J.  1877.  II. 
443.  —  Sims,  J.  M.  Remarks  on  Battey's 
operations.  Brit.  M.J.  Land.  1877.  II. 
793,840,881,  916.  — Sims,  J.  M.  Normal 
ovariotomy ;  Battey's  operation  —  oophorot- 
omy.    Med.  Times  &  Gaz.     Lotid.     1877. 

II.  565.  —  Socin,  A.  +.  Jahresb.  chir. 
Abth.  Spit,  zu  Basel.  1876.  41.  — Stil- 
ling,  B.  Erster  Fall  von  Ovariotomie  in 
einem  Act  nach  meiner  Methode  mit  un- 
giinstigen  Complicationen  und  schlechter 
Prognose.   Deutsche  med.  Wchnschr.  Bert. 

III.  145.  —  Stilling.  H — ^-.  Deutsche 
med.  Wchnschr.  Bert.  III.  613,  629. — 
Stilling,  B.  -r-)-und  einige  andere  cas- 
uistiche  chirurgische  Mittheilungen.  Deut- 
sche, med.  Wchnschr.  Berl.  III.  25,37,49, 

61. —  Sutton,  R.  S.  + twisted  pedicle. 

Chicago  M.  J.  &  Exam.  XXXV.  595-  — 
Talt,  li.  4-  -)-...  .  during  the  course  of 
acute  peritonitis.  Med.  Exam.  Land.  1877. 
II.  98 1 .  —  Tauft'er,  TV.  _ -}-  -f  . . . .  nebst 
Bemerkungen  iiber  die  Drainage ;  die  theil- 
weise  extraperitoneale  Entwickelung  derar- 
tiger  Tumoren.  Deutsche  med.  Wchnschr. 
Berl.     III.    425,  437.  — Thomas,  T.  G. 

-)-.    Fatal apparently  consequent  on  the 

sudden  escape  of  a  small  amount  of  blood 
into  the  peritoneal  cavity.  Am.  J.  Obst. 
N.  Y.  X.  260.  —  Thompson,  H.  -f 
+.  Med.  Times  &  Gaz.  Lond.  1877.  I. 
64.  —  Thornton,  J.  K.  + both  ova- 
ries, with  peritoneal  infection.  Tr.  Path. 
Soc.  1876-77.  Lo,id.  XXVIII.  iSo-  I  pl- 
—  Thornton,  J.  K.  Twenty-five  cases 
of  ovariotomy,  with  some  remarks  on  the 
causes  and  treatment  of  the  fever  so  fre- 
quently following  the  operation.  Med. -chir. 
Tr.  Loud.  LX.  297-312.  — Tirifahy. 
-f-.  Bull.  Soc.  roy  d.  sc.  mdd.  et  nat.  de 
Brux.  1876.  54.  — Todd,  -f -|-.  Tr. 
M.  Ass.  Missouri.    9. —  Da  Veiga,  A. 


Ovariotomia  e  hysterotomia  pelo  Dr.  Wen- 
ceslau  Hidalgo  (do  Chile).     Noticia  biblio- 

graphica  pelo Progresso  m^d.     Rio  de 

Janeiro.  1876-77.  I.  469,  497.  —  Ver- 
neuil  et  Ttrrier.  Kyste  multiloculaire 
de  I'ovaire  gauche.  Phenomenes  thora- 
ciques ;  phlegmatia  alba  dolens  des  deux 
membres  abdominaux ;  ovariotomie,  abla- 
tion des  deux  ovaires ;  guerison.  Bull,  et 
m^m.  Soc.  de  chir.  de  Par.  N.  s.  III.  302. 
—  "Villeneuve,  li.  -1-.  Marseille  med. 
1876.    XIII.    5S4.— WalUer,  J.  B.    -f- 

double ;  death  from  peritonitis.     Am. 

J.  Obst.  N.  Y.  XI.  154.— Warner, 
C.  F.  Report  of  the  first  case  of  recovery 
after  ovariotomy,  within  the  state  of  Minne- 
sota. Tr.  Minnesota  M.  Soc.  St.  Paul. 
1876.  124.  —  Weinlechner,  J.  Beider- 
seitiges  Ovariumcystoid,  4  mal  Puncticn,  i 
mal  mit  lodinjection,  Ovariotomie  wegen 
anderweitiger  Erkrankung  unterlassen 
Ber.  d.  k.  k.  Krankenanst.  Rudolph-Stif- 
tung  in  Wien.  1S76.  403.  — Wells,  T. 
S.  Three  hundred  additional  cases  of  ova- 
riotomy, with  remarks  on  drainage  of  the 
peritoneal  cavity.  Med. -Chir.  Tr.  Lond. 
LX.  209-228.  Abstract  in  Proc.  Roy.  M. 
&  Chir.  Soc.  Lond.  VIII.  i6i.  — Werth. 
Rudimentare  Entwickelung  der  Miiller- 
'schen  Gange ;  Ektopia  Renum  congenita  ; 
Doppelseitige  Hernia  ovarialis  inguinalis. 
Exstirpation  der  Eierstocke,  Heilung.  Arch, 
f.  Gyna:k.  Berl.   XII.   132-153.  —  Wink- 

ler,  F.  N.     -\- mit  Drainage  und  Stiel- 

versenkung.  Heilung  nach  10  Tagen. 
Arch.  f.  Gynaek.  Berl.  XI.  362.  — Ova- 
riotomy at  the  Alfred  hospital.  Austral.  M. 
J.     Melbo7irne.     XXI.     327. 

OVARIOTOMY  during  Pregnancy. 
Mason,  E.  -}-.  Med.  Record.  N.  Y. 
XII.  749.  — Wells,  T.  S.  -f  4-- •••Obst. 
J.  Gr.  Brit.  Lond.  V.  326.  —  "Valcourt 
de.  L'ovariotomie  pratiqiiee  sur  les  f emmes 
enceintes.     Gaz.  m^d.  Par.     4  s.     VI.     368. 

OVARIOTOMY,  Sequelae  of. 

Stilling,  B.  Ueberdie  Processe,  welche 
nach  Ovariotomieen  ein  Absterben  des  durch 
eine  Ligatur  abgeschnurten  Endstiicks  des 
Stiels  einer  Ovariencyste,  nach  dessen  Ver- 
senkung  in  der  Hbhledes  Beckens,  verhii- 
ten.     Deutsche  med.  Wchnschr.     Berl.WX. 

112.— Tait,  Ii.  -\-.     After  history   of 

Lancet.  Lond.  1877.  II.  686.  —  Ter- 
rier. Organes  genitaux  d'une  femme  ay- 
ant  subi  l'ovariotomie.  Bull,  et  mi.m.  Soc. 
de  chir.  de  Par.     III.     226. 

OVARIOTOMY,  VaginaL 

Girsztovvta.  +•  Gaz.  lekaiska.    War- 

za-wa.      1876.      XXI.      417- h-    Toledo 

M.  &  S.  J.     I.     124. 

OVARY.     See,  also,  Hysteria ;  Preg- 
nancy ;  Peritonitis. 

Beigel,  H.  Ueber  accessorische  Ova- 
rien.  Wien.  med.  Wchnschr.  XXVII. 
265.  — Hegar.  Ueberdie  Bedeutung  der 
weiblichen  Keimdruse  fiir  den  Organismus. 
Allg.  wien.  med.  Ztg.  XXII.  37S- — 
Siredey  et  de  Sinety.  Activite  de  la 
fonction  ovarienne  malgri5  I'absence  de  la 
menstruation.  Ann.  de  gync^c.  Par.  VIII. 
25.— Sinety  de.  Histologie  de  I'ovaire 
de  la  femme  pendant  la  grossef-sc.  Gaz. 
med.  de  Par.     4  ser.    V.    530. 

OVARY,  Cancer  of. 

Chambard,  E.    -j-.     Bull.  Soc.  anat 
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dePar.    4  s.    II.    13-    JohannovsUy, 

T.  -f-  "T  •  •  •  •  bilaterale.  Prag.  med. 
Wchnschr.  II.  782.  — Mosse.  Epithe- 
lioma myxoide  de  I'ovaire  ;  fonction  ;  epi- 
staxis  utmaes  chez  une  femme  ayant  ddpasse 
depuis  quinze  ans  la  menopause.  Bull.  Soc. 
anat.  de  Par.  4  s.  I.  772.  Aho,^ro^xk% 
med.  V.  252. —  Pllllipsoii.  +  throm- 
bosis of  the  saphenous  vein ;  bronchitis ; 
death.  Lancet.  Land.  1877.  II.  802. — 
Kothe,  C.  G.  -f  . . . .  falschlich  fur  Ex- 
tra-uterin-Schwangerschaft  gehalten.  Me- 
morabilien.  HeiWronn.  XXII.  292. — 
Weiiilechner,  J.  -j- +  ....  (puncture 
ascites).  Ber.  d.  k.  k.  Krankenanst.  Ru- 
dolph-Stiftung  in  Wien.    1876.    302,  404,  407. 

OVARY,  Cyst  of.  Sec,  also,  Labor, 
Complicated  with  Tumors  ;  Lapa- 
rotomy ;  Ovariotomy ;  Broad  Lig- 
ament. 

Bernadac.  *£tude  sur  les  kystes 
de  I'ovaire,  consideres  surtout  au 
point  de  vue  de  leur  diagnostic  et  de 
leur  traitement.     Paris.     iSyj. 

Cousin,  P.  *  Du  developpement 
des  tumeurs  de  I'ovaire  et  en  par- 
ticulier  des  kystes  dermoides.  Paris. 
152  pp      8°  '  1877. 

Grognot,  p.  a.  *  Quelques  con- 
siderations sur  la  rupture  des  kystes 
de  I'ovaire  par  ouverture  dans  le 
vagin  et  par  perforation  de  la  paroi 
abdominale.      Paris.      44  pp.      8° 

1877. 

Mengershausen,  J.  V.  *  Ueber 
Cystosarcoma  ovarii  duplex,  yena. 
8°     1876. 

MuGGE,  F.  *  Ein  Fall  von  Der- 
moidcyste  des  ovarium.  Gottingen. 
8°     1876. 

Wells,  T.  S.  Note  book  for 
cases  of  ovarian  and  other  abdomi- 
nal  tumors.      London.     5   ed.      8° 

1877. 

Bantock,  G.  G.  Suppuration  of  ova- 
rian cyst  after  delivery ;  two  tappings,  in- 
jection of  cyst  with  solution  of  iodine ;  re- 
lief. Obst  J.  Gr.  Brit.  Land.  IV.  798. 
—  Boinet.  4"- ••  •  Po°ction.  Evacuation 
du  tiers  environ  du  liguide.  Injection  io- 
dee  avec  I'aspirateur  Dieulafoy.  Gu^rison. 
Bull,  et  m^ra.  Soc.de.chir.de  Par.  III. 
613.  —  Campbell,  E.  K.  -f-  Paracentesis 
performed  174  times.      Boston  M.  &  S.  J. 

XCVII.     554.  —  Casso^v.  -f- + ou  du 

ligament  large,  queris  par  la  ponction  et  I'in- 
jection  iodee,  et  une  observation  de  kyste 
s^reux  de  I'ovaire,  trait(5  aussi  par  I'injec- 
tion  iodee.  Rev.  med.  frang.  et  Strang.  Far. 
iS-jj.  n.  200.  A/sff,  Pan  mid.  I.  27. — 
Cbadwick,  J.  K.  The  significance 
of  pus  in  ovarian  fluids.  M.  &  S.  Rep. 
Boston  City  Hosp.  2  ser.  284.  —  Cutter, 
E.  -}-+....  electrolysis  in  ovarian  cysts. 
N.  YorkM.  J.,  XXVI.  iS(>-i97.  — DU- 
Ion,  J.  +  complicated.  Clinic.  Cincin. 
XII.  2  S3 .  —  Dumrelcher  u.  HescIU. 
Demonstration  einerOvariencyste  mit  Dias- 
tase des  Uterus  in  der  Gegend  des  Orificium 


internum.  Anz.  d.  k.  k.  Gesellsch.  d.  Aerzte 
in  Wien.  1877.  122.  Also,  Wien  med. 
Presse.  XVIII.  659.  —  Dutrait. +.  J. 
Soc.  de  med.  et  de  pharm.  de  I'ls^re.  Gre- 
noble. I.  170. — Eder,  A.  Behand- 
lung  der  Ovarialcysten  mittels  Punktion  und 
andauernder  Drainage.  Med.-chir.  Cen- 
tralbl.  iVien.  XII.  329.  —  Ferrant,  C. 
Tumeurs  ovariennes  et  fibromyomes  ut^rins. 
Rev.  de  th^rap.  med.-chir.  Par.  XLIV. 
452. — Flies,  E.  -\-  Galvano-puncture  of. 
N.  York  M.J.    XXV.    23.  —  GiUette, 

W,  R.     -f- pseudo-ovarian.      Am.  J. 

Obst.  N.  V.  X.  87.  —  Greenliow, 
T.  M.  Termination  of  the  case  of  Miss 
Harriet  Martineau.  Brit.  M.  J.  Lond. 
1S77.  I.  449. — Hagan,  M,  +  Spontane- 
ous rupture  or  cure  of.  Tr.  Minnesota  M. 
Soc.  St.  Paul.  1876.  133.  —  Hamil- 
ton, B.   F.    + inflammatorv   action. 

Med.  &  Surg.  Reporter.  P/iila.  XXXVII. 
21.  —  Hesse,  K.  -f-  treated  by  electroly- 
sis. Am.  J.  Obst.  N.  V.  X.  78.— 
Hunter,  E.  H,  W.  ++....  treated 
successfully  by  the  use  of  muriate  of  am- 
monia. Tr.  Georgia  M.  Ass.  Atlanta. 
XXVIII.  145.  — Jacobi,  Mary  Put- 
nam. Purulent  ....  parametric  abscess 
opening  into  the  rectum.  N.  York  M. 
J.  XXV.  408.  —  Kronlein,  B.  U.  + 
-\-.  Arch.  f.  klin.  Chir.  Berl  .Suppl. 
Hft.  z.  XXI.  228.  — Leith,  T.  -f  .... 
burst.  Lancet.  Lond.  1877.  ^-  34°'  — 
Alallins,  E.  On  tapping  as  a  cause  of 
rotation  of  the  pedicle  in  ovarian  tumours. 
Lancet.  Lond.  1S77.  I.  529.  —  Mc- 
Graw,  T.  A.  -f-  +. . . .  in  a  child  12  years 
of  age.  Toledo  M.  &  S.  J.  I.  193. — 
Menzel,  A .  -}-....  crepato  spontanea- 
mente.  Resic.  san  d.  osp.  civ.  di  Trieste. 
1876.  II.  137.  —  O.sler,  W.  -\-  dermoid  or 
piliferous  ....  Chronic  phthisis.  Pneumo- 
thorax. Montreal  Genl.  Hosp.,  Path.  Rept. 
I.  78.  —  Oswald,  J.  "W.  J.  + . .  . .  sup- 
purating tumour  01  left  ovary.  Tr.  Obst. 
Soc^  Lond.  1876.  XVII.  768.— Pi  y 
Suner.  +.  Rev.  de  cienc.  mdd.  Parcel. 
no. — Baborg,  S.  A.  Rupture  from 
violent  vomiting,  recover}'.  N.  York  M. 
J,  XXV.  395.  — Bokltansky,  K.,  Jr. 
-f.  Wien  med.  Presse.  XVIII.  298.— 
Satnt-Vel,  O.  -\-  Ponctions  multiples 
en  quatre  ans.  Haemorrhagies  consecutives 
aux  ponctions  et  autres  particularites.  Ann. 
de  gynec  Par.  VIII.  129. — Semel- 
eder,  F.  Some  remarks  on  electrtilysis  in 
ovarian  tumors.  N.  York  M.  J.  XXV.  277. 

—  Semeleder,  F.  On  electrolysis,  with 
special  reference  to  the  treatment  of  ova- 
nan  cysts.  Tr.  Imernat.  M.  Cong.  Phila. 
1876.  859.  — Stahl,  K.  Zur  Anatomie 
und  Diagnose  der  theils  extra-  theils  intra- 
peritonealen  Entwicklung  von  Ovarialgesch- 
wulsten.  Centraibl.  f.  Gynak.  Leipz.  I. 
145.  —  Terrier,  F.  Kyste  uniloculaire  de 
I'ovaire  ouvert  dans  I'intestin.  Rev.  mens, 
de  m^d.  et  de  chir.  Par.  I.  830-845.— 
Tliomas,  J.  P.  Ovarian  dropsy  with  ref- 
erence to  the  advancement  made  in  its  pa- 
thology and  treatment  during  the  past  hun- 
dred years.  Am.  M.  Bi-weekly.  Louisville. 
VI.  77.  —  Tliornton,  J.  K.  The  vari- 
ous results  of  rotation  of  ovarian  tumours. 
Med.  Times  &Gaz.    Lond.    1877.    II.    82. 

—  Vanzetti,  C.  -f-....  rottosi  spontane- 
mente :  complicato  ad  ascite.  Sperimen- 
tale.   Firenze.  XXXiX.  4>S-43«i  539-56' • 
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OVARY,  Diseases  of. 

Merlou,  p.  *  De  I'ovarite  aigue. 
Paris.    92  pp.    8°     1877. 

Olshausen.  Die  Krankheiten  der 
Ovarian.     Wien.     1877. 

ScHMELTZER,  R.  *  Ueber  Oopho- 
ritis  interstitialis.      Wurzburg.     8° 

1877- 

Cullingwortli.     +  + abscess  in 

both  ovaries.  Lancet.  Lo?id.  1877.  II. 
647, 688.  —  Le  Hardy,  J.  C.  + ova- 
ritis ;  pus  discharged  through  Fallopian 
tube.  Tr.  Georgia  M.  Ass.  Atlanta. 
XXVIII.  60.  —  Thomas,  T.  G.  -f  ... . 
ovaritis  and  laceration  of  cervix  uteri,  conse- 
quent upon  labor.  Clinic.  Chicin.  XII. 
134- 

OVARITIS.      See   Ovary,  Diseases 
of. 

OVARY,  Solid  tumors  of. 

Crisp.  +  .  . . .  Fibroid.  Tr.  Path.  Soc. 
1876-77.    Lotul.     XXVIII.     195. 

OVUIiATIOlSr.     See,  also.  Menstru- 
ation. 

Eiscli,  H.  Die  Veranderungen  des 
Graaf'schen  Follikels  nach  dem  Aufhoren 
der  Sexualthatigkeit.  Arch.  f.  Gynaek. 
Berl.     XII.     416. 

OVUM.     See,  also,  Abortion. 

Beigel,  H.,  and  lidwe,  Li.  Beschrei- 
bune  eines  menschlichen  Eichens  aus  der 
zweiten  bis  dritten  Woche  der  Schwanger- 
schaft.  Arch.  f.  Gynsek.  Berl.  XII.  421- 
432.     I  PI. 

OXYTOCICS.  See  Quinine ;  Ergot ; 
Morphine. 

Hubert,  E.  Des  excitants  des  forces 
uterines.  ij.  de  so.  ra€A.  de  Louvain.  II. 
344-356. 

PALPATION,  Abdominal. 

Du  palpar  abdominal  comme  moyen  de 
diagnostic  en  obst^trique.  J.  de  m^d.  et 
chir.  prat.     Par.     XLVIII.     486. 

PARACENTESIS.      See    Ovary, 
Cysts  of. 

PARALYSIS ;  Puerperal  Diseases. 

Benicltej  I".    Complication  der  Geburt 

mit  Paraplegie  und  Anasthesie  der  unteren 

Korperhalfte.  Ztschr.  f .  Geburtsh.  u.  Gynak. 

Stuttg-.     I.     28. 

PARAMETRITIS.      See  CeUuUtis, 
Pelvic ;  Abscess,  Pelvic. 

PELVIC  Abscess.    See,  CeUuIitis. 

PELVIMETRY. 

Hennig,  C.  Tabellen  von  Racenbeck- 
en.  Arch.  f.  Gynaek.  Berl.  XII.  273. — 
Hubert,  E.  Note  sur  la  pelvimetrie. 
Bull.  Acad.  rcy.  de  m^d.  de  Belg.     Brux. 

XI.  911-923.  —  Hyernaux.  Justification 
du  pelvimfetre  universel  de  M.  van  Huevel. 
Bull.  Acad.  roy.  de  m^d.  de  Belg.  Brux. 
3  s.  XI.  586.  —  Moral,  J.  D.  Observa- 
ciones  sobre  la  pelvimetria.  Progreso  mdd. 
Madrid.  II.  12, 21, 29,  35.  — Wasselge. 
De  la  pelvimetrie.  Bull.  Acad.  roy.  d.  m^d. 
de  Belg.  Brux.  3  s.  XI.  465-476. — 
Wernicls.  Ueber  Becken-  und  Entbiij- 
dungsverhaltnisse  ostasiatischer  Volker  mit 
Demonstrationen.    Arch.  f.  Gynaek.    Berl. 

XII.  288-304.     I  PI. 


PELVIS. 

riirst.  Demonstrirung  eines  Beckeiv 
ausguss  aus  Wachs.  Weite  des  Douglas- 
'schen  Raumes.  Arch.  f.  Gynaek.  Berl. 
XI._  390.  —  Hennig.  Ueber  das  ameri- 
kanische  Becken.  Ber.  u.  d.  wissensch. 
Vortr.  d.  med.  Gesellsch.  zu  Leipz.  1877 
26-27. 

PELVIS,  Deformed.  See,  also.  Ce- 
sarean Section ;  Cephalotripsy ; 
Labor,  Complicated  with  Con- 
tracted Pelvis  ;  Labor,  Prema- 
ture, Induced ;  Pelvimetry ;  Per- 
ineum, Rupture  of. 

VoGLER,  O.  *  Zur  Statistik  des 
engen  Beckens.  Freiburg  i.  B.  8° 
1876 

AliUeld.  Pelvis  inversa.  Arch.  f. 
Gynsek.  Berl.  XII.  156.  \  Taf . — 
Bosquet,  F.  -)-  -|-.  Marseille  m^d. 
XIV.  326.  —  Cuzzi,  A.  Bacino  piatto ; 
c.  v.  80  mill.,  vertice  alio  stretto  superiore; 
rivolgimento.  Osservatore.    Toritw.   XIII. 

193.  —  Depaiil.     -}-   rachitique  d'un 

diamfetre  superieur  i  9  centimetres.  J.  des 
sages-femmes.  Par.  V.  274. — Depaul. 
Des  bassins  retrecis,  mais  ayant  plus  de  9 
centimetres.  Indications  pour  I'accouche- 
ment.  Gaz.  des  hop-  Par.  L.  841. — 
Felillng,  H.  Die  Entstehung  der  rachi- 
tischenBeckenform.  Arch.  f.  Gynik.  Berl. 
XI.  173-183.  I  Tab.  —  Gusserovir,  A. 
Beitrag  zur  Lehre  vom  schragverengten 
Becken.  Arch.  f.  Gynak.  Berl.  XI. 
264-283.  —  Hennlng.  Ueber  die  Mog- 
lichkeit  einer  geringen  Zunahme  der  Raum- 
lichkeit  des  kleinen  Beckens  in  Folge  einer 
grosseren  Reihe  von  Geburten  und  iiber 
eine  Art  Druck  zu  bestimmen,  welchen  der 
Kindskbrper  bei  seinem  Durchgange  auf 
die  Symphysis  Pubis  ubt.  Arch.  I.  Gynaek. 
Berl.  XII.  475.  —  Herrgott.  Lespon- 
dylizfeme  (ou  affaissement  vertebral),  cause 
nouvelle  d'alteration  pelvienne  compart  i  la 
spondylolisthesis  (ou  glissement  vertebral). 
Rev.  m^d.  de  Pest.  Nancy.  VII.  97-108; 
134-145.  Also,  Arch,  de  tocol.  Par.  IV. 
557.  —  Sclionberg.  Et  osteomalacisk. 
Baekken.  Norsk  Mag.  f.  Laeger.  Chris- 
tiania.     VII.     463. 

PEMPHIGUS. 

Dolirn.  Welters  iiber  Pemphiguser- 
krankungen.  Arch.  f.  Gynak.  Berl.  XI. 
567. 

PERIMETRITIS.  See  Abscess, 
Pelvic;  Puerperal  Diseases,  Peri- 
tonitis. 

PERINEUM,  Rupture  of.  See, 
also.  Urethra ;  Vagina,  Prolapse 
of;  Vulva,  Lacerations  of. 

Dromain,  T.  *Des  dechirures 
de  la  vulve  et  du  perinee  pendant 
raccouchement.     Paris.    40  pp.    8° 

1877. 

Bantock,  G.  G.  On  the  treatment  of 
....Obst.  J.  Gr.  Brit.  Loud.  IV.  655- 
668.      2   PI.      V.     94.  —  Chambers,   T. 

On  the  treatment  of Obst.  J.  Gr.  Brit. 

Land.  V.  34. — Clendinen,  A.  Re- 
marks   upon  obstetrics.     Tr.   M.   Soc.    N 
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Jersey.      146.  —  Duncan,  J.  M.      On 

some  of  the  relations  of  the  fcetal  head  to 
rupture  of  the  perineum  and  injuries  of  the 
external  genital  organs.  Obst.  J.  Gr.  Brit. 
Land.  V.  120.  Also,  Edinb.  M.  J.  XXII. 
1877.  — Duncan,  J.  M.  On  central  rup- 
ture of  the  perineum.  Tr.  Am.  Gynec.  Soc. 
Boston,     1876.     I.     121.— Edis,  A.  W. 

its   prevention   and  treatment.      Med. 

Exam.  Land.  1876.  I.  270,  2S5. — Fas- 
beuder,  H.  Ueber  Verletzune  und 
Schutz  des  Dammes.  Ztschr.  f.  Gefaurtsh. 
u.  Gynak.  Siuitg.  II.  43-59.  —  Goodell, 
W.  Clinical  memoir  on  some  of  the  gen- 
ital lesions  of  childbirth.  Tr.  Am.  Gynec. 
Soc.  Boston.  1S76.  I.  306-317. — Good- 
ell,   W from   childbirth.      Med.   & 

Surg.  Reporter.  Pliila.  XXXVI.  279.  — 
Goodell,  'W.  A  clinical  lecture.  Boston 
M.  &  S.  J.  XCVII.  609.  —  Hecker, 
C.  V.  Bemerkuugen  iiber  die  Frequenz 
der  Dammverletzungen  und  des  engen 
Beckens  in  der  Gebaranstalt  Miinchen. 
Arch.  f.  Gynjek.  Berl.  XII.  89-101.— 
Hill,  S.  V.  D.  -f^  -f-  (immediate  opera- 
tion). Tr.  Mississipi  M.  Ass.  X.  99.  — 
James,  J.  A.  Charleston  M.  J.  &  Rev. 
IV.  281.  —  X.andau,  A.  TJeber  das 
Verfahren  den  Damm  der  Gebarenden  gegen 
Einrisse  zu  schiitzen.  Med.-chir.  Central- 
Bl.  IVien.  XII.  97,112.  —  Iviebmann, 
M.  Klinische  Beobachtungen  ....  Ztschr. 
f.  Geburtsh.  u.  Gynak.  Stuttg.  I.  393- 
412.  —  Liymau,  G.  H.  -[-....  operation. 
Boston  M.  &  S.  J.  XCVI.  478.  — 
M'Hardy,  M.  M.  A  new  operation  for 
....  St.  George's  Hosp.  Rep.  Lond. 
VIII.  264. — Morris,  J.  Management 
of  the  perineum  during  labor.  Tr.  Med.  & 
Chir.  Fac.  Maryland.  87.— Morris,  J.  C. 
-|-  . . . .  with  laceration  of  the  vestibule  an- 
terior to  the  urethra.  Am.  J.  Obst.  N.  V. 
X.  342.  —  Nelson,  H.  S.  Case  of  em- 
physema during  labour ;  forceps,  rupture  of 
perineum ;  operation  for  its  restoration. 
Edinb.  M.  J.  XXIII.  43. —Palmer, 
C.  D.  Cases  of  ruptured  perineum  ;  vaginal 
and  uterine  prolapse.  Clinic.  Cincin. 
XIII.  277.  — Trestrail,  H.  E.  The 
treatment  of  rigid  perineum  and  the  avoid- 
ance of  its  rupture.  Tr.  Obst.  Soc.  Lond. 
1876.  XVII.  61.  — Turnipseed,  E. 
B.  Why  should  we  support  the  perineum 
during  labor  at  all,  and  particularly  in  pri- 
miparae  ?  A  means  recommended  which,  as 
far  as  tested,  has  never  failed  to  prevent 
lacerations  of  the  perineum.  Richmond  & 
Louisv.  M.  J.  XXIII.  309. -WUt- 
sliire.  -|-  ....  with  faecal  incontinence, 
due  either  to  parturition,  the  passage  of 
large  tumours,  or  from  direct  external  in- 
jury. Proc.  M.  Soc.  Lond.  1875-1877.  III. 
92. 

PERITONEUM.  See,  also.  Mem- 
branes, Serous;  Ovariotomy, 
Cases  of;  Drainage. 

Chayron,  L.  *  Sur  un  cas  de 
kyste  sero-hematique  intra-perito- 
neal.     Pa7-is.     52  pp.     8°     1877. 

Herveon,  C.     *  Cancer  primitif 

du  peritoine.      Paris.     44  pp.     8° 

1877. 

PERITONITIS.     See,  also,  Abscess, 

Pelvic  ;    Fistula,    Vesico-vaginal ; 


Hematocele  ;  Ovariotomy ;  Puer- 
peral Diseases,  Peritonitis ;  Pla- 
centa, Retained ;  Puerperal  Con- 
vulsions ;  Uterus,  Versions  of,  in 
Pregnancy;  Uterus,  Rupture  of; 
Vagina,  Abnormities  of. 

ViLLEMiN,  E.  *  Recherches  sur 
quelques  points  de  rhistoire  de  la 
peritonite  traumatique  i  la  suite  de 
contusion  abdominale.  Paris.  88 
pp.     8°     1877. 

Curtis,  H.  +.  Boston  M.  &  S.  J. 
XCVII.  .J23.— Johnson,  G.  Dangers 
of  vaginal  injections,  with  two  cases  of  per- 
itonitis caused  by  the  fluid  passing  through 
uterus  and  Fallopian  tube.  Maryland  M. 
J.  Bait.  I.  18S.  — Leopold.  Perito- 
nitis in  der  Schwangerschaft  und  am  rechten 
Ende  derselben  unterbliebene  Geburt  mit 
todtlichen  Ausgange.  Arch.  f.  Gynaek. 
Berl.  XI.  391.  —  Lipscomb,  T.  Mor- 
phia and  veratrum  viride  in  the  treatment 
of  peritonitis  ;  puerperal  and  non-puerperal. 
Virginia  M.  Monthly.  Richmond.  III. 
864.  —  Palmer.  Pelvic  peritonitis.  Clinic. 

Chtcin.      XII.      5— Romiti.     G 

acutissima  in  gravida  per  emorragia  da  una 
ovaia ;  parto  ;  morte.     L'osservatore.     To- 
rino.    XIII.     337. 
PESSARIES.     See,  also,  Urine. 

Geny,  E.  *  De  remploi  de  I'an- 
neau  pessaire  dans  la  retroversion 
et  las  abaissements  de  I'uterus.  8° 
58  pp.     Paris.     1877. 

Wing,  C.  E.  Some  hints  re- 
garding uterine  supporters.  7  pp. 
Boston.     8°     1877. 

Dumontpallier.  Pessaire  i  tige.  Ann. 
degyn^c.  Far.  VII.  378. —Dumont- 
pallier. Des  anneaux-pessaires  et  de 
leurs  usages.  Bull.  g^n.  de  th^rap.  etc. 
Par.  XCIII.  193-212.  — Gelirung,  E. 
C.  A  new  anteversion  pessary,  a  new  an- 
teflexion pessary,  a  modified  retroversion 
pessary,  and  a  new  retroflexion  pessary.  St. 
Louis  M.  &  S.  J.  N.  s.  XIV.  356-  — 
Gervis.  Retention  of.  Tr.  Obst.  Soc. 
Lond.  1876.  XVII.  274. —Godson, 
C.  The  use  of.  Med.  Exam.  Lond.  II. 
1058.  —  HerricU,  O.  E.  The  pessary  in 
the  treatment  of  uterine  displacements. 
Detroit  M.  J.  I.  746. —Lee,  K.  Dif- 
ferent forms  of.  Proc.  M.  Soc.  Lond. 
1875-1877.  III.  30.  — Neale,  K.  Com- 
bination pessary.  Lancet.  Lond.  1877. 
II.  262.  —  Schrank,  J.  -f  eines  einge- 
wachsenenZwanck'schen  Pessariums.  Med.- 
chir.  Central-Bl.  IVie^t.  XII.  602,  614. 
—  Taliaferro,  V.  H.  New  intra-uterine 
pessary,  with  novel  method  of  securing  it  in 
position.  Atlanta  M.  &  S.  J.  XV.  i. 
Also,  Richmond  &  Louisv.  M.  J.  XXIV. 
50.  —  Taliaf erroj  V.  H.  Intra-uterine 
stem  pessaries.  Richmond  &  Louisv.  M. 
J.  XXIV.  136-153.- Tassiiis.  Blut- 
vergiftung  durch  ein  Pessarium.  Med.-chir. 
Central-Bl.  IVien.  XII.  614. -Thomas, 
T.  G.  -|-  .-••  injury  from.  Med.  Rec. 
N.Y.  XII.  802.— Waddel,  T.  Gen- 
eral considerations  regarding  the  value  of 
pessaries.  Toledo  M.  &  S.  J.  I.  376. 
PHARYNX.  See  Hystero-neuroses. 
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PHLEBITIS.  See  Fetus,  Retained  ; 
Puerperal  Diseases,  Peritonitis. 

PHLEGMASIA  Alba  Dolens.  See 
also,  Puerperal  Diseases,  Phleg- 
masia Dolens  ;  Ovariotomy,  Cases 
of. 

Hie,  L.  *  Contribution  al'etude 
de  la  piilegmatia  alba  dolens  comma 
complication  de  la  fievre  typhoide. 
Farts.     36  pp.     8°     1877. 

Cliouppe.  ++••■•  ^  la  suite  de  la 
fifevre  typhoide.  Gaz.  med.  de  Par.  VI. 
4  s.  133.  —  Dumontpallier.  Nouvelle 
variete  de  ....  survenue  dans  le  cours  d'une 
fievre  typhoide  et  doat  I'origine  ^tait  une 
eschare  de  la  region  sacree.  J.  d.  conn, 
med.  prat.  Par.  2  s.  II.  35.  — Hanot 
and  Mathieu,  A.  Note  sur  un  cas  de 
phlegmatia  alba  dolens  dans  le  cours  de  la 
chlorose.  Analyses  comparatives  du  sang  et 
de  I'urine  dans  trois  observations  de  chlo- 
rose. Arch.  gen.  de  med.  Par.  XXX. 
676-68S. 

PHLEGMON,  Pelvic.  See  Abscess, 
Pelvic  ;   Cellulitis. 

PHTHISIS.  See  Genital  Organs ; 
Ovary,  Cysts  of. 

PIANO.     See  Uterus,  Diseases  o£ 

PLACENTA.  See,  also,  Uterus,  Ab- 
normities of. 

Ercolanl,  G.  B.  Sulle  errate  appa- 
renze  macroscopiche  che  hanno  impedito 
fino  ad  ora  di  conoscere  I'intima  struttura 
della  placenta  umana  e  sulP  unita  del  tipo 
anatomico  della  placenta  nei  mammiferi  e 
nella  donna.  Bull.  d.  sc.  med.  di  Bologna. 
XXIII.  360.  Also,  Arc\\.  per  le  sc.  med. 
Torino.  1S76-77.  I.  420-441. —Fehling, 
H.  Beitrage  zur  Physiologic  des  placenta- 
ren  Stoffverkelirs.  Arch.  f.  Gynak.  Berl. 
XI.  523-557. —  Friedlander,  A.  Ueber 
die  Placentar-  und  Lungen-Blutcirculation 
nach  der  Geburt  des  Kindes.  Berl.  klin. 
Wchnschr.  XIV.  3S9.  —  Fiindenberg, 
G.  B.  Remarks  on  the  best  methods  of 
promoting  post-partum  uterine  contraction. 
Med.  &  Surg.  Reporter.  Fkila.  XXXVII. 
66.  —  Ortli,  J.  Das  Wachsthura  der  Pla- 
centa fcetalis  und  Boll's  Prinzip  des  Wachs- 
thum.  Ztschr.  f.  Geburtsh.  u.  Gynak. 
Stuttg.  II.  9-23.  I  PI.  — Puejac,  A. 
Placenta  et  cordon  ombilical  anormaux. 
Gaz.  Obst.  Par.  VI.  373.  —  SchUclc- 
iug,  A.  Zur  Physiologic  der  Nachgeburts- 
periode.  Untersuchungen  iiber  den  Placen- 
tarkreislauf  nach  der  (3eburt  des  Kindes. 
Berl.  klin.  Wchnschr.  XIV.  5,  18.  — 
Zw.eifel,  P.  Der  Uebergang  von  Chloro- 
form und  Salicylsaure  in  die  Placenta,  nebst 
Bemerkungen  uber  den  Icterus  Neonato- 
rum. Arch.  f.  Gynaek.  Berl.  XII.  235- 
257. 
PLACENTA,  Diseases  of. 

AhUeld.  Ueber  die  Cysten  der  Pla- 
centa. Arch.  f.  Gynjek.  Berl.  XI.  397. — 
Burton,  J.  Case  of  extreme  dropsy, 
fatty  degeneration,  and  friability  of  the  pla- 
centa. Tr.  Obst.  Soc.  Lond.  1876.  XVII. 
175. — Forster.  Repeated  miscarriages 
from  diseased  placenta.  Boston  M.  &  S. 
J.  XCVII.  344.  — Hueter.  Placentar- 
Diphtheritis    von  einem  septisch-inficirten 


Kaninchen.  Verhandl.  deutsch.  Gesellsch. 
f.  Chir.  Berl.  I.  41.  — Savery,  W. 
Abortion  consequent  on  fattv  degeneration 
of  the  placenta.  Am.  J.  Obst.  -V.  V.  X. 
335.  —  StoTcIl,  D.  Nogle  tilfalde  a£  det 
sa  kaldte  partielle  my.\om  af  placenta. 
Nord.  med.  Ark.  Stockholm.  1876.  VII. 
1-38.  I  Tav.  —  Tait,  L.  Note  on  a  dis- 
eased placenta. — Tr.  Obst.  boc.  Lond. 
1S76.  XVII.  326-339-  4  PI- 
PLACENTA  Previa.  See,  also. 
Hemorrhages,  Post-partum ;  La- 
bor, CompMcated  with  Tumors ; 
Uterus,  Tumors  of. 

MIJLLER,  L.  Placenta  praevia. 
Stuttgart.     343  PP-     8°      1877. 

Barbieri,  A.  Del  tamponaniento  nella 
cura  della  placenta  previa.  Rev.  clin.  Bo- 
logtia.  2s.  VII.  13.— Bazin,F.,  Mad- 
ame. Insertion  centrale  du  placenta  ;  haem- 
orrhagie  grave  avant  le  travail ;  tamponne- 
ment ;  seigle  ergote ;  expulsion  d'un  enfant 
vivant ;   guerison.     Gaz.  obst.     Par.     VI. 

241.  —  Chassagny.     -f centre  pour 

centre.  Emploi  du  double  ballon  h^mo- 
statique.  Bull.  gen.  de  thdrap.,  etc.  Par. 
XCIII.     169,  215.  — Cooperj  E.  P.     4- 

delivery    by    version,    with    remarks. 

Tr.  M.  Soc.  N.  Jersey.  246.  —  Czarda, 
G...-  Wien.  med.  Presse.  XVIII.  745, 
780,  876,  940,  1004,  1070,  1 131. — Czaude- 
ma,   K..     Centralis.     Med. -chir.    Central- 

Bl.     Wieti.    XII.     85.  — Davj',  A 

Lancet.  Lond.  1877.  I.  897.  —  De- 
paul.  "1—  J-  d.  sages-femmes.  Par.  V. 
305. — Galabin.  -}^.  Narrow  escape  from 
asphyxia  under  chloroform ;  intra-uterine 
respiration  of  the  fcetus.  Lancet.  Lond. 
1877.  I.  56S.  —  Gardner,  J. -f.  St.  Louis 
Clin.  Rec.  IV.  113.  — Garipuy.  Etude 
sur  I'insertion  vicieuse  du  placenta.  Rev. 
med.  de  Toulouse.  XI.  33-46.  — Kelly, 
J.  V.  +  +.  Am.  J.  Obst.  A^.  Y.  X. 
472.  —  Maberly.  +  +•  St.  Barthol. 
Hosp.  Rep.  Lond.  XIII.  344. —Ma- 
son, E.  -j-.  ...  in  a  shoulder  presentation. 
Tr.  M.  Ass.  Alabama.  30th  Sess.  180. — 
Mazuela,  J.  -|-  -\-.  Rev.  med.  de  Chile. 
Sajitiago.  VI.  141.  — Mnrillo,  A.  -(-. 
Rev.  med.  de  Chile.  Santiago.  V.  300.  — 
Perrigo,  J Canada  M.  Rec.  Mon- 
treal. V.  117.  —  Polaillon.  -|-  .  .  .  . 
(marginale).  Hemorrhagic Presenta- 
tions successives  de  I'epaule  et  du  si^ge. 
Version  cephalique  par  manoeuvres  externes. 
Application  de  la  ceinture.  . '.  .  .  Bull,  et 
mem.  Soc.  d.  chir.  Par.  N.  s.  III.  45^-  — 
Kicliardson,  W.  L.  -|-  A  proposed 
modification  of  the  method  of  treating  pla- 
centa previa  by  retroversion  of  the  placenta. 
Boston  M.&  S.J.  XCVI.  2S0.  — Schroe- 
der,  C.  Ueber  die  Bedeutung  des  Bla- 
sensprunges  bei  Placenta  previa  lateralis. 
Ztschr.  f.  Geburtsh.  u.  Gynak.  Stuttgart. 
I.  225.  — Sternschuss,  H.  -|-+.  Med.- 
chlr.  Central-Bl.  Wien.  XII.  136.  — 
Tbomas,  T.  G.  The  prophylactic  treat- 
ment of  placenta  previa.  Am.  Pract. 
Louisville.  XV.  257-272.  —  Thomas. 
■\-.  . ..  treated  by  bringing  on  premature 
delivery.  Am.  J.  Obst.  A^.  Y.  X.  652.  — 
Waddel.     -\-.     Toledo   M.  &   S.  J.     I. 

333.  — Young.  J.    -H partial.    Edinb. 

M.  J.  XXIII.  77-  — +.+•  Communi- 
cation sur  un  cas  d'insertion  vicieuse  du 
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placenta  surle  segment  inf^rieur  de  I'utdrus. 
Discussion.  B^l.  soc.  med.  de  Reims. 
No.  15.     18. 

PLACENTA,  Retained.  See,  also. 
Hemorrhage,  Post  Partum ;  Mid- 
wives  ;  Transfusion  of  Blood. 

Le  Chevallier.  *  Essai  sur  la 
retention  du  placenta.  Paris.  54 
pp.     8°     1877. 

Beltz.  C.     4" dans  un  cas  d'avorte- 

ment ;  delivrance  artificielle  tardive ;  gu^ri- 
son.  Gaz.  des  hop.  Par.  L.  740.  —  Cliad- 
-ndck,  J.  K.  Note  of  a  specimen  of  a 
recently  delivered  uterus  with  adherent  pla- 
centa. Am.  J.  Obst.  N.  Y.  X.  448- — 
Forest,  W.  E.  +. . . .  from  atmospheric 
pressure.  Med.  Rec.  N.Y.  XII-  757. — 
Gaston,  J.  McF.  Local  spasm  of  the 
womb,  with  retention  of  the  placenta  and 
hemorrhage.  N.  Orl.  M.  &  S.  J.  V.  44-69. 
—  Hamilton,  C.  W.  The  removal  of. 
Med.  Press  &  Circ.  Lotid.  N.s.  XXIII. 
105,  489. —  Harris,  I.  T.  +•  Hemor- 
rhage from  ....  twentv  days  after  delivery. 
Tr.^Georgia  M.  Ass.  Atlanta.  XXVIII. 
149.  —  Hayes,  T.  C.  Placental  polypus. 
Tr.  Obst.  Soc.  Lond.    1876.    XVII.    177.— 

Hervieux.   + pendant  25  jours  apres 

un  avortement  k  4  mois ;  guenson.  Arch, 
de  tocol.  Par.  705.  —  I>uton,  A..  De 
la  retention  du  placenta  par  la  pression  at- 
mospherique.  Union  med.  et  scient,  du 
nord-est.  Reims.  I.  241.  — Marcy,  V.  M, 

D.     -)- for  over  18  months.     Tr.  M. 

Soc.  N.  Jersey.    168.  —  Mora.    + par- 

tielle.  Courier  med.  Par.  XXVII.  33.— 
Trlaire.  ++....  dans  I'avortement  de 
la  premiere  moiti^  de  la  grossesse.  Expecta- 
tion dans  le  premier  cas;  delivrance  artifi- 
cielle dans  le  second ;  guerisons.  Gaz.  des 
hop.  Par.  L.  323.  J4 /j^,  Arch,  de  tocol. 
Par.  IV.  47.  — Trusll,  J.  +  ....  in 
labor  at  term.  Am.  J.  Obst.  N.  Y.  X. 
389-413. — Veil,  J.  Die  Therapie  der 
Verhaltung  von  Eiresten  nach  Fehlgebur- 
ten.  Ztschr.  f.  Geburtsh.  u.  Gynak.  Stutt- 
gart. I.  413.— Vignon.  + injec- 
tions akoolis^es  ;  mort;  abcfes  de  la  trompe ; 
p^ritonite.  Union  med.  et  scient.  du  nord- 
est.     Reims.     I.  53- 

PNEUMATIC  Pressure.  See  Genu- 
Pectoral  Posture. 

PNEUMONIA.  6'f^  Abortion ;  Hem- 
orrhage, Post  Partum ;  Puerperal 
Diseases,  Pneumonia. 

POTASH,  Bromide  of.  See  Puer- 
peral Convulsions. 

POTASH,  Iodide  of.     See  Abortion. 

PREGNANCY.  See,  also,  Labor; 
Lactation ;  Uterus  ;  Uterus,  Cer- 
vix of. 

Arnaud,  a.  *  Des  etats  patho- 
logiques  pouvant  simuler  la  gross- 
esse.    Farts.     8°     1877. 

Bull,  T.  Hints  to  mothers  for 
the  management  of  health  during 
the  period  of  pregnancy  and  in  the 
lying-in  room.  Revised  by  R.  W. 
Parker.  New  Ed.  338  pp.  London. 
1877- 


Bandl,  I<.  Ueber  das  Verhalten  des 
Uterus  und  Cervix  in  der  Schwangerschaft 
und  wahrend  der  Geburt.  Wien.  med. 
Presse.  XVIII.  1473,  1508,  i54i-  Also, 
Arch.  f.  Gynaek.  Berl.  XII.  334-349-  — 
Bryan,  J.  D.  Gestation  prolonged  to 
four  hundred  and  forty-two  days.  St.  Louis 
M.&S.J.  N.s.  XIV.  345.  — Butcher, 
T.  S.  Can  a  woman  carry  a  child  to  full 
time  and  not  be  aware  that  she  is  pregnant  ? 
Med.  &  Surg.  Reporter.  Phila.  XXXVI. 
275.  —  Chapman,  E.  Nt  Lime-water 
and  milk  as  food  and  medicine  in  certain 
diseases  peculiar  to  the  child-bearing  female. 
Proc.  M.  Soc.  County  Kings.  Brooklyn. 
II.  112.  — Duncan,  W.  -(-.  Length- 
ened duration  of.  M.  Times  &  Gaz.  Lond. 
1877.     II.     712.  — Gehrung,  E.  C.    A 

sign  of  early St.    Louis  Clin.   Rec. 

IV.  142.  Also,  Am.  Pract.  Louisville. 
XVI.  4.  —  Hubert,  E.  De  I'examen 
du  ventre  au  point  de  vue  du  diagnostic  de 
la  grossesse.  Recueille  par  E.  Coosemann. 
J.  de  sc.  med.  de  Louvain.  II.  593. — 
Kemper,  G.  "W.  H.  A  contribution  to 
medical  jurisprudence.  Am.  Pract.  Louis- 
ville- XV.  340.  —  Kormann,E.  _Un- 
schiidlichkeit  von  subcutanen  Morphium- 
injectionen  in  der  Schwangerschaft  einer 
Morphiophagin.  Geburt  eines  gesunden, 
noch  jetzt  lebenden  Kindes.  Deutsche  med. 
Wchnschr.  Berl.  II.  356,  367.  — KUst- 
ner,  O.  Womit  ist  das  untere  Uterinseg- 
ment  Schwangeren  ausgekleidet,  und  wohm 
verlegt  das  Mikroskop  den  inneren  Mutter- 
mund  am  graviden  und  puerperalen  Uterus  ? 
Centralbl.  f.  Gyniik.  Leipz.  I.  igS- — 
K.urz,  E.  Ein  Fall  von  grossesse  ner- 
veuse.  Deutsche  Ztschr.  f.  prakt.  Med. 
Leipz.  102.  —  Macdonald,  A.  On  the 
condition  of  the  cervix  uteri  in  the  latter 
months  of  utero-gestations ;  with  a  speci- 
men. Obst.  J.  Gr.  Brit.  Lond-  V.  268- 
282.  Also,  Edinb.  M.  J.  XXII.  S69-881. 
—  nialins,  E.  Observations  on  the  diag- 
nosis of  spurious  and  true  pregnancy.  Bir- 
mingham M.  Rev.  1876.  V.  262.  — Mar- 
tin, A.  Das  Verhalten  des  Cervix  Uteri 
wahrend  der  letzten  Schwangerschaftsmo- 
nate.  Ztschr.  f.  Geburtsh.  u.  Gynak.  Stutt- 
gart. I.  260-336.  —  Morel,  M.  +. 
Encicl.  ni^d.-farm.  Barcel.  I.  473-  — 
Biinge,  M.  Untersuchung  iiber  den  Ein- 
fluss  der  gesteigerten  miitterlichen  Temper- 
atur  in  der  Schwangerschaft  auf  das  Leben 
der  Frucht.  Arch.  f.  Gynask.  Berl.  XII. 
16-38.  —  Sinety,  I.,  de.  De  I'ovaire  pen- 
dant la  grossesse,  presentee  par  M.  CI.  Ber- 
nard. Compte  rendu  Acad.  d.  sc.  Par. 
LXXXV.  345.— Swan,  C.W.  -f.  Spu- 
rious. Boston  M.  &  S.  J.  XCVI.  647.— 
Talera  y  GimeneZj  T.  Algo  sobre  el 
embarazo  y  el  parto.  Siglo.  m^d.  Madrid. 
XXIV.  485. 
PREGNANCY,  Abnormal.  See,  also. 
Pregnancy,  Extra-uterine ;  Mole, 
Hydatid. 

Crane,  M.  -\-.  [Neuralgic  pain  in 
track  of  the  linea  alba,  and  red  hne  marking 
same.]  Ohio  M.  Recorder.  Columbus. 
I-  453.  — Engelmann,  G.  J.  Early 
pregnancy,  simulating  acute  uterine  and  cir- 
cumuterine  inflammation.  St.  Louis  M.  & 
S.J.  N.s.  XIV.  224.  —  Maduroivicz, 
M.  Wyparcie  mariwegkawalka  mecherza 
po  adprowadzeniu  odchylonej  macicy  cifzur- 
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ndj.  Przegl.  lek.  Krakowie.  XVI.  581, 
593, 605.  —  Santos,  F.  dos.  +  (mola  Hy- 
datica.)  Rev.  med.  Rio  de  Jan.  1876. 
III.     203. 

PBEGNANCr,  Complications  of. 
See,  also,  Albuminuria ;  Amauro- 
sis ;  Amnion  ;  Eclampsia  ;  Gas- 
tralgia ;  Hemorrhage,  Ante  Par- 
turn  ;  Hydrorrhea ;  Labor  Com- 
plicated with  Tumors ;  Paralysis  ; 
Peritonitis ;  Salivation ;  Sciatica  ; 
Small-pox  ;  Toothache  ;  Urine  ; 
Uterus,  Tumors  of ;  Varicocele ; 
Vomiting. 

Alilf  eld*  Ueber  Apoplexien  in  der  ers- 
ten  Halfte  der  Schwangerschaft.  Arch.  f. 
Gynaek.  Berl.  XI.  584. — Barnes,  K. 
On  the  relations  of  pregnancy  to  general 
pathology.  Tr.  Am.  Gynec.  Soc.  Boston. 
1876.  I.  137-167.  —  BenicUe,  F.  Compli- 
cation der  Schwangerschaft  und  Geburt  mit 
Morbus  Basedowii.  Ztschr.  f.  Geburtsh. 
u.  Gynak.  Stuitg.  I.  40.  —  Benicke, 
F.  Complication  der  Geburt  mit  Vereiter- 
ung  des  rechten  Schultergelenks  und  seiner 
Umgebung  ;  hohes  Fieber;  Tod.  Ztschr.  f. 
Geburtsh.  u.  Gynak.  Siuttg.  I.  37. — 
Lebrun,  A.  Retroversion  uterine  ;  gross- 
esse;  retention  d'urine  prise  pour  un  kyste 
de  I'ovaire ;  p^ritonite;  mort.  J.  de  med. 
Brux.  LXIV.  511.  — Leopold,  G.  Die 
spontane  Thrombose  zahlreicher  Uterin- 
venen  in  den  letzten  Monaten  der  Schwan- 
gerschaft. Centralbl.  f.  Gynak.  Leipz.  I. 
49.  —  Massot,  J.  De  I'influence  des  trau- 
matismes  sur  la  grossesse.  Arch,  de  tocol. 
Par.  IV.  15-27. —  Santos,  F.  dog. 
Nota  sobre  a  tuberciilose  pulmonar  no  pri- 
meiro  periodo  como  causa  de  erro  no  diag- 
nostico  da  gravidez  em  principio.  Rev. 
med.  Rio  de  Jan.  1876.  III.  480. — 
Verneuil.  De  la  tendance  pyogenique 
pendant  la  grossesse  et  l"etat  puerperale  ;  de 
l'(5poque  4  laquelle  on  doit  operer  apres  I'ac- 
couchement.  Bull,  et  mem.  Soc.  de  chir. 
de  Par.  N.  s.  III.  311.  —  Verrier,  E. 
Note  sur  la  gravity  des  maladies  cutanees  pa- 
rasitaires  pendant  la  grossesse  et  ses  suites. 
Ann.  Soc  de  m^d.  d^Anvers..  XXXVIII. 
374- 

PREGNANCY,  Extra-uterine.  See, 
also,  Hematocele,  Pelvic;  Laparo- 
tomy. 

IVANOFF,    TCHERNEFF.        *  Essai 

sur  la  grossesse  extra-uterine  tubaire. 
40    Montpellier.     1877. 

KoRNER,  T.  *  Ein  glUcklich 
operriten  Fall  von  Graviditas  extra- 
utefina.      Wiirzbtirg.     8°     1876. 

Parry,  J.  S.  Extra-uterine  preg- 
nancy, its  causes,  species,  patholog- 
ical anatomy,  clinical  history,  diag- 
nosis, prognosis,  and  treatment. 
London,     8°     1877. 

Bang,  B.  F.  L.  -|-  -f-  ....  of  Tubar- 
svangerkab.  Gynaek.  og  Obst.  Meddelel- 
ser.  Kjobenhavn.  I.  84-102.  —  Barnes, 
R.  -f-.  Med.  Exam.  Loud.  II.  14.  — 
Charpentier,  A.  Rev.  d.  sc.  mdd. 
Par.   IX.    378,  768.  —  Cohnsteln.    Bei- 


trag Allg.   wien.   med.   Ztg.     XXII 

405.    Also,  Arch.  f.  Gynsek.    Berl.    355.-- 

Cohnstein.    Beitragzur  Lehre Arch 

f.  Gynaek.  Berl.  XII.  354-382.  — Da- 
vaine.  +••••  tubaire,  obliteration  des 
deux  trompes,  complement  de  I'examen. 
Ann.  de  gynec.  Par.  VII.  150.  —  Da- 
Tis,  H.,  and  La-vvson,  G.  Abdominal 
section  for  ....  death  on  second  day.  Lan- 
cet. Lojid.  1877.  II.  48.  —  Depaul. 
-|-  .  . . .  produit  expulsd  par  le  rectum  i 
deux  mois  et  demi  i  peu  pres.  J.  d.  sages 
femmes.  Par.  V.  265.  —  Finstein,  K. 
V.  +  tubal.  Med.-cliir.  Centralbl.  Wien. 
XII.  328.  —  GaiUard,  T.  +.  Suc- 
cessful operation.     Clinic.    Cincin.     XIII. 

2S9.  —  Galabin,  A.  L..    -|- in  which 

a  communication  existed  between  the  cyst 
and  the  uterus.  Tr.  Obst.  Soc.  Lond.  1876. 
XVII.  170.  1  PI.  — Gilbert,  D.D.  -f- 
operation ;  recovery.  Boston  M.  &  S.  J. 
XCVI.  284.  —  GiUand,  L.  W.  -)-.... 
discharge  of  the  foetal  remains  per  rectum ; 
recovery.  Virginia  M.  Monthly.  Rich- 
mond. IV.  448.  —  Guignard.  -f-  .... 
ovarique ;  foetus  k  terme  et  mort  dans  le 
kyste ;  mort  de  la  femme  au  quatorzi^me 
mois  de  la  grossesse.  Autopsie.  Recuillie 
par  Dr.  A.  Guichard.  Arch,  de  tocol.  Par. 
IV.  489.  —  Gervis,  H.  -f.  Brit.  M.  J. 
Lond.    1877.    II.    8S4.  —  Giisserow,  A. 

Zur    Behandlung Arch.    f.    Gynak. 

Berl.  XII.  75-88.  —  Henry,  E,  P. 
Report  of  the  special  committee  appointed 
to  examine  the  extra-uterine  pregnancy  ex- 
hibited by on  Oct.  12,  1S76.    PhiJa.  M. 

Times.  VII.  185.  —  Hildreth,  J.  L,. 
-I-.  Boston  M.  &  S.  J.  XCVII.  521.— 
i.abatut,  P.  (tubal.)  F^condation  pen- 
dant une  grossesse  extra-uterine.  Accouche- 
ment normal.  Rev.  de  litt.  med.  Par.  II. 
263.  —  Lamy.  -) — |-  accouchement  pen- 
dant le  cours  de  grossesse  extra-uterine.  J. 
de  m^d.  et  de  chir.  prat.  Par.  XLVIII. 
26.  —  Leroux,  C.  Hematoc^e  retro- 
uterine; accidents  epileptiformes;  mort ;  au- 
topsie. Grossesse  extra-uterine  de  trois 
mois;  rupture.  Heniorrhagie  intra-perito- 
n^ale ;  compression  des  ureteres;  uremie. 
Progr^s  med.  Par.  V.  553. — L,ovlng, 
S.,  and  Landis,  H.  G.  -f .  Ohio  M. 
&  S.  J.  Columbus.  II.  3S9.  —  McMil- 
Ian,  W.  -)-.  Ohio  M.  Recorder.  Colutn- 
bus.  II.  201.— MiiUer.  -)- +.  Char- 
ite  Ann.  Berl.  1875.  II.  392-409. — 
NicoH,  H.  I>.  +  ....  death  from  rup- 
ture of  the  Fallopian  tube  and  intra-perito- 
neal  hemorrhage.  Am.  J.  Obst.  N.  Y. 
X.  114.  — Penfold,  O.  +  (tubal.)  Aus- 
tral.  M.  J.  Melbourne.  XXII.  33.— 
Purefoy,  R.  D.  Observations.  Med. 
Press  &  Circ.  London.  XXII.  223.  — 
Purefoy,  K.  D.  -(-.  Discussion.  Dub- 
lin J.  M.Sc.  3  s.  LXni.  362-373.  Also, 
Obst.  J.  Gr.  Brit.  Lond.  V.  333.  — Rey, 
H.  -^  . . . .  ulceration  de  la  paroi  abdomi- 
nale ;  gastrotomie ;  extraction  des  debris 
du  foetus ;  guerison.     Courrier  m^d.     Par. 

XXVII.    362.  — Rousseau.    -}- ab- 

dominale  primitive ;  gastrotomie  cinq  mois 
apr^s  la  mort  du  fcetus,  quatorze  mois  aprfes 
le  commencement  de  la  grossesse.  Arch,  de 
tocol.  Par.  IV.  6S0.  — Sinety,  de.  -f. 
Examen  histologique  des  organes  g^nitaux 

dans Gaz.  med.  de  Par.     4  s.     VI. 

280.  —  Smith,   H.    -|-    gastrotomy 

Am.    Pract.      Louisville.       XVI.      87.— 


GYNECOLOGICAL  INDEX. 


457 


Soathall)  J.  H.  +.  Abdominal.  Vir- 
ginia M.  Monthly.  Richmond.  IV.  401. 
—  Stick.!.  +.  Aerztl.  Intell.-Bl.  Muti- 
chen.    XXIV.     161.  — Thomas,   T.   G. 

+  diagnosis  and  treatment.  Med.  Rec.  N. 
y.  XII.  801.— "Wathien,  J.  H.  + 
....  operation;  recovery.  Med.  Times  & 
Gaz.  Land.  1877.  II.  641.— Weiss. 
+.  Bull.  Soc.  clin.  de  Par.  1877.  210. 
Also,  France  mid.  Par.  XXIV.  713-  — 
Deux  cas  d'accouchement  pendant  le  cours 
de  grossesse  extra-uterine.  J.  de  m^d.  et 
dediir.  prat.  Par.  XLVIII.  z6.— Re- 
port of  committee  on  Dr.  W.  Pepper's  case 
[twins].  Phila.  M.  Times.  VII.  241.— 
Report  on  organs.  Tr.  Obst.  Soc.  Lond. 
1876.     XVII.     384- 

PKEGNANCY,  Spurious.  &^  Preg- 
nancy. 

PRESENTATIONS,  Abnormal.  See 
Labor,  Abnormal  Presentations. 

PRIMIPAK-SI.       See  Labor. 

PROLAPSE.  See  Uterus,  Displace- 
ments of;  Pessaries. 

PROSTITUTION. 

Kause,  F.  de.  Note  statistique  sur  la 
Incondite  des  prostitutes.  Bull.  Soc.  d'an- 
throp.  de  Par.     2  s.     XII.     214. 

PSEUDO-GYESIS.   See  Pregnancy. 

PUBERTY,  Precocious. 

Cesarrano,  G.    -{■ e  sirluppo  com- 

pleto  delle  glandole  mammaire  in  una  rachi- 
tica  che  non  ha  oltrepassato  I'etA  della  inian- 
zio.     Morgagni.     Napoli.     XIX.     767. 

PUERPERAL  Convulsions ;  See, 
also.  Labor,  Complicated  with 
Contracted  Pelvis ;  Labor,  Com- 
plicated with.  Tumors ;  Puerpe- 
ral Diseases,  Mania ;  Triplets ; 
Uterus,  Cervix,  Diseases  of ;  Ute- 
rus, Tumors  o£ 

Lacambre,  J.  M.  J.  *  Expose 
critique  des  principaux  traitements 
curatifs  des  convulsions  eclamp- 
tiques,  utilite  de  raccouchement 
premature  artificiel.  Paris.  64  pp. 
8°      1877. 

MoLAS,  L.  *  Contribution  a 
I'etude  des  hemorrhagies  liees  a 
I'eclampsie  puerperale.  Paris.  8° 
1877. 

Attliill,  li.  +  +  with  abstract  of  clin- 
ical lecture.  Med.  Press  &  Circ.  Lond. 
N.s.    XXIII.    536.— Bahnson,  H,  T. 

Observations  on Virginia  M.  Monthly. 

Richmond.  IV.  484-494. — Baker,  S. 
A  study  of  the  literature  of .  . . .  Chicago  M. 
J.     XXXIV.    213-226.  — Binkerd,  A. 

D.  -|- prompt  and   efficient  bleeding ; 

recoTery.  Med.  &  Surg.  Reporter.  Phila. 
XXXVI.  363.  — Bittings,  J.  A. -f -f. 
Maryland  M.  J.  Bait.  I.  104.  —  Bone- 
Bteele,  S.  A.   -(-.    Tr.  Nebraska  M.  Soc. 

1874-76.      80.  —  Boudet.  -j- chloral. 

J.  Soc.  de  m^d.  de  la  Haute-Vienne.  Li- 
moges- 1876.  I.  16.  —  Bowen,  A.  -f-. 
Hydrate  of  chloral  in.  Tr.  Nebraska  M. 
Soc.  1874-76.  82.  — Brown,  O.  C.  Can- 
ada   M.    Rec.      Montreal.      V.      119.— 


Charles,  N.  M^moire  sur  la  nature  et  le 
traitement  des  convulsions  des  femmes  en- 
cientes  et  en  couches.  M^m.  couron.  par 
I'Acad.  roy.  d.  Med.  de  Belg.   Brux.   1876. 

IV.  I  fasc.  i-ioo.  — Charles,  N.  Ap- 
pendice  au  ra^moire  sur  la  nature  et  le  traite- 
ment des  convulsions  des  femmes  enceintes 
et  en  couches.  Bull.  Acad.  roy.  de  radd.  de 
Belg.  Brux.  XI.  960.  — Chenet,  R., 
and  Quenu.  -\-.  Hemorrhagies  visc^r- 
ales  (cerveau,  foie).  Bull.  Soc.  anat.  de  Par. 
LII.  336.  Also,  Progrfes  radd.  Par.  V. 
695.  —  Depaul.   J.  d.  sages-femmes.  Par. 

V.  337,  345,  353.  361.  -  Depaul.  +  . . . . 
atteinte  anterieurement  d'une  maladie  des 
reins.     J.  des  sages-femmes.    Par.  Y .  2Ti. 

Depaul.  + i  6  mois  ou  6  mois  et 

demi ;  saign^e ;  cessation  des  attaques ;  ex- 
pulsion spontanee  du  foetus.  J.  d.  sages- 
femmes.  Par.  V.  249.— DepaiU.  -f 
-j-.  J.  d.  sages-femmes.  Par.  V.  225, 
241. — Dieterich,  J.  v.  Ueber  subcu- 
tane  Injection  von  Morphium  bei  Eclampsie 
Gebarender.  St.  Petersb.  med.  Wchnschr. 
III.  255.  — Fordyce.  ++■  Buffalo 
M.  &S.  J.  XVI.  163.  —  Fritts,  C.  E. 
-1-.  Physician  &  Pharmac.  N.  Y.  X.  No. 
I.  — Garreau.  -|-.  Gaz.  med.  de  I'Alg^- 
rie.  Alger.  1876.  XXI.  38.  —  Griggs, 
J.  W.    The  hypodermic  use  of  the  tincture 

of  veratrum  viride  in   Atlanta  M.  & 

S.J.  XIV.  579.  —  Hamon.  Hydrop- 
isie  de  I'amnios ;  dclampsie  puerperale ; 
delivrance  artificielle  rapide.  Revue  de 
therap.  med.  chir.    Par.    XLIV.    401,431. 

—  Hoyt,  TV.  D.     A  contribution  to  the 

study  of  Richmond  &  Louisville  M. 

J.     XXIII.     556. —Hutchison,  G."W. 

Bromide  of  potassium  in Practitioner. 

Lond.     XIX.    161.— Hyatt,  H.O 

and  milk  diet.  Virginia  M.  Month.  Rich- 
mond. IV.  100.  —  Jelambi,  E.  -)- 
-(-.     Escuela  med.     Caracas.     1875-6.    II. 

117.  —  Jessup,  A.  J.    Experience  in 

Med.  &  Surg.  Reporter.  Phila.  XXXVII. 
81.  —  Johnson,  J.  T.  +  coma ;  for- 
ceps ;  craniotomy ;  with  remarks.  Arch,  of 
Clin.  Surg.  N.  V.  I.  254.  — Kjiapp, 
C .  Pathology  and  treatment  of  . .  ■  Cin- 
cin.  Lancet  &  Obs.  XIX.  673-683.— 
Labatut,  P.  4-  ....  au  8  mois  de  la 
grossesse.  Rev.  de  litt.  m^d.  Par.  II. 
145.  —  Landis,  H.  G.  On  the  preven- 
tion of  by  choral.     Ohio  M.  &  S.  J. 

Columbus.     II.     501.  —  Leniaistre,   P. 

forceps.     J.  Soc.  de  m^d.  et  de  pharm. 

de  la  Haute-Vienne.  Limoges.  1876.  I. 
122. —Linn,  G.  W.  Phila.  M.  News. 
VII.      361.— tittle,    W.      Bromide    of 

potash  in Maryland  M.  J.     Bait.     I. 

107.  —  Lownds,  T.  M.  -f- +•  Edinb. 
M.J.    XXIII.   216.  — Macdonaldj  A. 

Albuminurie   et   avec  9  observations. 

(Trad,   par  J.    Gross.)     Gaz.    obst.     Par. 

VI.  193,    209,    225.  — Martel.    -|- 

saignde ;  mort.     Arch,  de  tocol.     Par.   IV. 

235. —  Martel.     -f- vingt    attaques, 

saignee ;  guerison,  enfant  vivant.  Arch  de 
tocol.  Par.  IV.  361.  — Masten.  Chlo- 
ral in  ....  Med.  &  Surg.  Reporter.  Phila. 
XXXVII.     39- —  Mattison,   J.  .B.   -[- 

treated   by   hypodermic    injections   of 

morphia,  with  asphyxia  and  subsequent  con- 
vulsions in  the  child.  Am.  J.  Obst.  ^V.  K. 
X.  299. —Mattison,  J.  B.  +  Med. 
&  Surg.  Reporter.     Phila.    XXXVI.   307. 

—  Mcintosh,   A.   J.     +■     Cincin.    M. 
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News.    VI.      31.— Meunier,  A.      Sur 

I'^tiologie.  L'union  med.  du  Canada.  Mon- 
treal. VI.  248. —Milan,  E.  E.  +. 
Louisville  M.  News.  III.  27.  — Moat- 
Boasamy,  P.  S.  +  in  the  second  stage 
of  labor,  continuing  for  three  days  after  con- 
finement in  a  primipara  aged  20.  Delivery 
effected  by  craniotomy  ;  recovery.  Indian 
M.  Gaz.  Calcutta.  XII.  6. —Moore,  R. 
L.  -f .  Med.  &  Surg.  Reporter.  Phila. 
XXXVII.     318.  — Morris,  J.     Chloral 

hydrate   as  a   remedial  agent  in Tr. 

Ohio  M.  Soc.     Cincin.     173.— Murillo, 

A.  + doce  ataques,  prenez  de  jemelos 

en  una  primeriza  ;  intervencion  manual  San- 
gria, curacion  de  la  eclamsia  i  muerte  por 
peritonitis  infecciosa.     Rev.  m^d.  de  Chile. 

Santiago.  VI.  66. —Murillo,  A.  + 

despues  del  parto ;  numerosos  ataques ;  San- 
grias ;  curacion.  Rev.  m^d.  de  Chile.    Saiv- 

'tiago.      VI.      226. — Obissier,    H 

pendant  le  septiime  mois  de  la  grossesse ; 
guerison.  Bordeaux  m^d.  VI.  307. — 
Oliver,  T.  +.    Obst.  J.  Gr.  Brit.     Land. 

V.     242.  — Opie,  T.     + four  days 

after  labor.  Maryland  M.  J.  Bait.  I. 
242.  —  Osterloh,  P.  R.  +  +•  Ber. 
a.  d.  k.  sachs.  Entbind-Inst.  in  Dresden. 
Leipz.  1876.  II.  84-94.— Payne,  R. 
L.,  ++.  Virg.  M.  Monthly,  Richmond. 
IV.  561.  —  Perez,  I-.  M.  M.  A.  Ure- 
mia puerperal  de  forma  convulsiva  y  delir- 
ante,  con  hidrocefalia  y  edema  cerebral,  — 

I  cura/cion  Anfiteatro  anat.  Madrid.  V. 
317.  —  Perez,  S.  Un  caso  de  distocia. 
Genio  m^d-quir.  Madrid.  XXIII.  86.  — 
Pritcliard,  J.  F.  Med.  &  Surg.  Re- 
porter.    Phila.     XXXVI.   241.— RigSSj 

B.  H,  Blood-letting  in...  Virg.  M. 
Monthly.     Richmond.     IV.    672.  —  Rus- 

sell.     On  the  treatment  of  in Obst. 

J.  Gr.  Brit.  Lojid.  V.  620. —Sample, 
J.  R.  +.  Richmond  &  Louisville  M. 
J.     Louisville.     XXIV.     610.  —  Schon- 

berg.    Aareladning  i Norsk.  Mag.  f. 

Lajgevid.      Chrisiiania.     1876.     VI.     337. 

—  Spedding,  B.   -f  -f- with  remarks 

on  the  treatment.  Dublin  J.  M.  So.  3  s. 
LXIV.  175. —  Taylor,  W.  T.  +  +. 
Am.  J.  Obst.  N.V.  X.  125.  — Thomp- 
son, P.  H.  +.  Med.  &  Surg.  Reporter. 
Pkila.  XXXVII.  78.  —  Tyng,  A.  E. 
+  +.  Communicat.  Rhode  Island  Med. 
Soc.  Providence.  1876.  I.  407-422. — 
Wllitehead,  P.   F.     -f.     Veratrum  in 

Tr.  Mississippi  M.  Ass.     X.     94. — 

Wliitton.  D.  W.  +  +  treated  by  chlo- 
ral hydrate.  Tr.  Nebraska  M.  Soc.  Lin- 
coln. 77.— Wiim,  T.  A.  -f  -I-.  St. 
Louis  M.  &.  S.  J.  XIV.  581.  — Discus- 
sions  on Med.   &   Surg.   Reporter. 

Phila.     XXXVI.     10. 

PUERPERAL  DISEASES.  See, 
also.  Antiseptics  ;  Albuminuria  ; 
Embolism  ;  Erysipelas ;  Insanity ; 
Meningitis;  Mind,  Diseases  of; 
Pemphigus. 

Buffet,  L.  J.  *  De  la  thermome- 
trie  et  du  pouls  chez  les  femmes  en 
couches.    Paris.    44  pp.     8°     1877. 

PiNGLER,  G.  Die  rationelle  An- 
weiviung  d.  kalten  u.  temperirten 
Wassers  bei  Schwangern,  Krei.sen- 


den,  u.  Wochnerinnen,  dargestellt 
nach  zahlreichen  eigenen  Erfahrun- 
gen.    Giessen.    102  pp.    8°    1877- 

Clxamberlain,  W.  M.  The  relation 
of  the  urinary  organs  to  puerperal  diseases. 
Am.  J.  Obst.  N.Y.  X.  177-205— Dol- 
nera,  J.  O  dzialaniu  Knasu  salicylowe- 
go  wgorjc  zee  pologowey.  Gaz.  lekarska. 
IVarszawa.      XXII.       131. — Hempel, 

A.  Traumatische  Wochenbettkrankheiten. 
Deutsche  med.  Wchnschr.   Berl.    III.   302. 

—  He-wltt,  W.  M.  G.  Clinical  lecture 
on  the  management  of  the  uterus  during 
childbed.  Med.  Exam.  Lond.  1876.  I. 
888,907.  —  Lifegey.  La  mfere  et  I'enfant. 
Phimosis  s'opposant  k  remission  de  I'urine 
chez  le  nouveau-n^  ;  circoncision ;  renseigne- 
ments  curieux  fournis  sur  une  asphyxie  locale 
par  la  m^re  atteinte  d'accidents  febriles 
puerpdraux.  J.  de  m^d.  Brux.  LXIV. 
350.  —  Meyburg.  Sphygraographische 
Beobachtungen  bei  puerperalen  Zustanden. 
Jahresb.  d.  Gesellsch.  f.  Nat.-  u.  Heilk.  in 
Dresd.  1877.  175.  —  Munster.  Die 
intrauterinen  Injectionen  im  Wochenbett. 
(Bibl.)  Ztschr.  f.  Geburtsh.  u.  Gynak. 
Stuttgart.  I.  422-451.  — Qulnquaud. 
Deux  mots  sur  les  affections  zymiques  pu- 
erp^rales.  Gaz.  obst.  VI.  321,  337,  357. 
—  Sclmltz,  H.  Prophylactisch-antifebrile 
Behandlung  im  Wochenbett.  Allg.  med. 
Central-Ztg.     Berl     XLVI.     229. 

PUERPERAL  DISEASES,  En- 
dometritis. See  Puerperal  Dis- 
eases, Pyemia. 

PUERPERAL  DISEASES,  Ery- 
sipelas. See,  also,  Puerperal  Dis- 
eases, Fevers. 

Ford,  A.  Erysipelas  in  connection  with 
the  puerperal  state.  Brit.  M.J.  Lo7id.  1877. 
I.  677. — Fry,  J.  F.  Erysipelas  in  con- 
nection with  the  puerperal  state.  Brit.  M. 
J.     Lond.     1877.     II'     71- 

PUERPERAL  DISEASES,  Fever. 
See,  also,  Fistula,  Vesico- Vaginal ; 
Puerperal  Diseases,  Peritonitis, 
Septicemia,  Pyemia,  etc. 

Jex-Blake,  S.  *  Puerperal  fever. 
An  inquiry  into  its  nature  and  treat- 
ment, with  an  historical  retrospect 
of  some  of  the  chief  epidemics  re- 
corded under  that  name,  and  of  the 
principal  theories  successively  enter- 
tained respecting  it.  With  notes  of 
personal   observations.      Bern.     8° 

1877- 

Alilfeld,  F.  Bericht  fiber  zwei  Pu- 
erperalepidemien.  Schmidt's  Jahrbiicher. 
CLXXIV.     193. —Berg,    A.     En    lille 

epidemi.     Ugeskr.  f .  Laeger.    Kj'dben- 

liavn.     XXIII.    449-460. —  Bramwell, 

B.  Puerperal  fever  ;  Bright's  disease  ; 
thrombosis  of  the  femoral  vein  ;  puerpe- 
ral choroiditis;  death.  Med.  Times  & 
Gaz.    Lond.    1877.    II.    516.  —  Crocker, 

J.  M.     Erysipelas  and Boston  M. 

&  S.  J.  XCVII.  117.  —  DulAcsUa, 
G.  A  carholsav  gyermekAgyi  lAz  ellen. 
Gy6gyAs.  Budapest.  XVII. '753. —  Ger- 
vis,  H.  St.  Thomas'  Hosp.  Rep.  Lond. 
1875.    VI.     49-60.— HiU,  S.V.D.     Tr. 
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Mississippi  M.  Ass.  X.  80-93. — Hubert, 
E.  [Recueillie  par  J.  Legrand.]  J.  d.  sci. 
med.de  Louvain.  II.  157-172.  —  Laii- 
dis,  H.  G.  Ohio  M.  &  S.  J.  Columbus. 
II.  I.  —  Liilie.  Beitrag  zur  Aetiologie 
der  puerperalen  Infection.  Arch.  f.  Gyna;k. 
Berl.      XI.      205.  — LusU,   "W.   T.     On 

the  nature,  origin,  and  prevention  of 

Tr.  Internat.  M.  Cong.  Phila.  1876.  829- 
858. -;- Mays,  AV.  H.    On  an  outbreak  of 

in  the  city  and  county  hospital.    Pacific 

M.  &  S.  J.  San  Fran.  XX.  529  Also, 
Western  Lancet.  San  Fran.  VI.  77. — 
Me'ivis.  Puerperalinfection.  Ulcera  in- 
troitus.  Phlebothrombosis.  Pyxmia.  CEde- 
nia  cerebri.  Parametritis  dexlra.  Perfora- 
tionsperitonitis.  Tod.  am  49  Tage.  Ber. 
a.  d.  k.  sachs.  Entbind-Inst.  in  Dres^n. 
Leipz.  iSy(>.  II.  102.  —  Priestley, 
W.  O.  Annual  address.  Tr.  Obst.  Soc. 
Lend.  1876.  XVIII.  29-62.  —  EicU- 
ardsoii,  W.  1,.  -|-.  Boston  M.  &  S.  J. 
XCVII.     16S.  — Botli.      Zur  Prophylaxe 

des und  zur  Geschichte  des  Ministerial- 

erlasses  vom  15  Dec.  1875.  Aerztl.  Int.-Bl. 
Milnclien.     XXIV.     71.  —  Spiegelberg. 

Ueber  die  Pathologie  des (Discussion.) 

Arch.f.  Gynsek.  Berl.  XII.  304.— WalU. 
Ueber  Aetiologie  und  eine  perniciose  Epi- 
demic des Aerztl.  Int.-Bl.    Mihichen. 

XXIV.  139.  — Weis.  Hyg.  Medd.  Kjd- 
benh.  N.  s.  I.  124-148.  — Wells,  T.  S. 
On  the  relation  of  to  the  infective  dis- 
eases and  pyaemia  (with  discussion).  Tr. 
Obst.  Soc.  Lond.  1876.  XVII.  90-165, 
17S-209,  217-272. — "Wliitton,  D.  W. 
-j-  -)-  treated  with  opium.  Tr.  Nebraska 
M.  Soc  Lincohi.  76.  —  Wood,  G.  W. 
Edinb.  M.J.  XXIII.  429-  — Wood,  G. 
-| — |- successfully  treated.  Tr.  Minne- 
sota M.  Soc.  108. 
PUERPERAL  DISEASES,  Gan- 
grene. 

Habran.  Quelques  mots  sur  la  gan- 
grene qui  suit  les  operations  dans  Wtat  puer- 
peral. Union  med.  et  scient.  du  nord-est. 
Reims.     I.     igo. 

PUERPERAL  DISEASES,  Hemi- 
plegia. 

Darcy,  E.  *  De  rhemiplegie 
puerperale.  Paris.  72  pp.  8°  1877. 
Fauconnier,  L.  *De  rhemi- 
plegie puerperale.  Paris.  52  pp. 
8°  1877. 
PUERPERAL  DISEASES,  Lym- 
phangitis. See,  also,  Ljrmphan- 
gitis;  Puerperal  Diseases,  Peri- 
tonitis. 

Fevre.    4-  uterine  i  la  suite  de 

couches.  Mort.  Bull.  Soc.  anat.  de  Par. 
LII.  448.  ^/^<?,  Progr^smed.  Par.  V. 
928. 
PUERPERAL  DISEASES,  Mania. 
See,  also,  Mind,  Diseases  of;  In- 
sanity. 

CoRTYL,  G.    *  Essai  sur  la  folia 

puerperale.    Paris.    76pp.    8°    1877. 

RocHER,  G.     *  £tude  sur  la  folie 

puerperale.      Paris.      1 16  pp.     8° 

1877. 


Edwards,  R.  Case  of  difficult  labour. 
Application  of  forceps  ;  puerperal  mania  and 
fever,  treated  with  subcutaneous  injection 
of  chloral  hydrate.  Med.  Times  &  Gaz. 
Lotid.  1877.  II.  643.— Griffith,  G. 
de  G.  -f-  . . . .  convulsions  treated  simply 
by  an  aperient  and  repeated  doses  of  qui- 
nine. Med.  Press  &  Circ.  Lond.  XXIII. 
214.  —  Grilli,  P.  Imparziale.  Firenze. 
XVII.  133,  162.  — Mewls.  +-I-.  Ber. 
a.  d.  K.  sachs.  Entbind.-Inst.  in  Dresden. 
Leipz.  1S76.  II.  112.  —  Ribell.  Rev. 
m^d.  de  Toulouse.     XI.     194-205. 

PUERPERAL  DISEASES,  Me- 
tritis. See  Puerperal  Diseases, 
Peritonitis ;  Uterus,  Inflammation 
of. 

PUERPERAL  DISEASES,  Pneu- 
monia. 

Macdonald,  A.  -f -f-.  Obst.  J.  Gr. 
Brit.  Lond.  V.  387-400.  Also,  Edinb. 
M.  J.     XXII.     967-979. 

PUERPERAL  DISEASES,  Perito- 
nitis. See,  also.  Puerperal  Dis- 
eases, Fever,  Metritis ;  Pregnan- 
cy, Complication  of. 

Argiimosa,  J.  R.  de intermit- 

ente  abdhomadaria.  Cron.  m^d.-quir.  de  la 
Habana.  1876.  II.  514.  —  Broclxin. 
Accidents  puerp^raux.  AbscJs  critique. 
Gaz.  d.  hop.  Par.  L.  1057.  —  Bundy, 
S.  H.  Month.  J.  South.  111.  M.  Ass. 
Cairo.  I.  33.  — Cornwell,  M.  J.  W. 
....  use  of  gelseminum.  Charleston  M.  J. 
&  Rev.  IV.  282.  — Depaul.  rH  sur- 
venue  23  jours  aprfes  I'accouchement.  J.  d. 
sages-femmes.  Par.  V.  289.  —  Es_pl- 
nosa,    M.      Posicion    occipito-posterior ; 

muerte  per Revista  med.  de  Chile. 

Santiag-o.  V.  293.  —  Kirk  wood,  J. 
W.  Oil  of  turpentine  in West.  Lan- 
cet. San  Fran.  VI.  105.  — Mewis.  Pe- 
rimetritis. Lymphangitis  puerperalis.  Tod 
am  4  Tage.  Ber.  a.  d.  k.  siichs.  Entbind.- 
Inst.  in  Dresden.  Leipz.  1876.  II.  99. — 
Murillo,  A.  -|-  -|-.  Rev.  m^d.  de  Chile 
Santiago.  V.  474.  —  Murillo,  A.  -f 
muerte.  Rev.  med.  de  Chile.  Santiago. 
VI.    65.  —  Puejac,  A.     Gaz.  obst.    Par. 

VI.   167.  — Pumares,  A.  Li.   -}- con 

flegmasia  alba  dolens.  Progreso  m^d.  Ma- 
drid. II.  308. — Also,  Rev.  de  med.  y 
cirug.  pract.  Madrid.  I.  393.  —  Segiir. 
-|-  with  albuminuria.  Proc.  M.  Soc.  County 
Kings.     Brooklyn.     II.     179. 

PUERPERAL  DISEASES,  Phlebi- 
tis. See,  also,  Puerperal  Diseases, 
Phlegmasia  Alba  Dolens. 

Janvrin,  J.  E.  -j-.  Am.  J.  Obst. 
N.  V.     X.     93. 

PUERPERAL  DISEASES,  Phleg- 
masia Alba  Dolens.  See,  also.  Pu- 
erperal Diseases,  Phlebitis,  Peri- 
tonitis. 

Cliue,  J.  D.  Canada  M.  &  S.  J. 
Montreal.  V.  102. — Rouvier,  J.  Mar- 
seille mdd.     1876.     XIII.     20S-211. 

PUERPERAL  DISEASES,  Pye- 
mia. See,  also.  Puerperal  Diseases, 
Fever  ;  Septicemia ;  Uterus,  Can- 
cer of. 
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Kronlein,  K.  IT.  Endometritis  puer- 
peralis  mit  zahlreichen,  pyamischen  Me- 
tastaseu.  Arch.  f.  klin.  Chir.  Berl.  Suppl- 
Hft.  z.  XXI.  227. 
PUERPERAIj  diseases,  Scarla- 
tina. 

Lesage,  M.  *De  la  scarlatina 
chez  les  femmes  en  couches.  Paris. 
64  pp.    8°     1877. 

Bucquoy.  +  +.  France  m^d.  Par. 
XXIV.  281.— Colson.  +  +  recueillis 
dans  le  service  de  M.  Bucquoy.  Bull.  Soc. 
clin.  de  Par.  1877.  1 7.  —  Graettinger , 
A.  Tr.  Wisconsin  M.  Soc.  124. 
PUERPERAL  DISEASES,  Septi- 
cemia ;  Puerperal  Diseases,  Fever. 
Bode,  F.  *£tude  clinique  sur 
la  septicemia  puerperale.  Paris.  60 
pp.     8°     1877. 

Herrick,  S.  S.  +. . . .  doubtful  diag- 
nosis, with  remarkable  high  temperature. 
N.  Orl.  M.&S.  J.  V.  42.— Mackenzie, 
C.  -|-  septic  pyemia,  with  metastatic  pan- 
ophthalmia. Am.  J.  Obst.  N.  Y.  X.  669. 
Farish,  W.  H.  Septicemic  Pyaemia. 
Am.  J.  Obst.  N.  V.  X.  340.  —  Play- 
fair,  "W.    S.     -|- with   hyperpyrexia, 

treated  by  the  continuous  application  of 
cold.  Brit.  M.  J.  Land.  1877.  II.  6S7. 
Schede,  M.  Ueber  die  Drainage  des 
Uterus  bei  ....  Berl.  klin.  Wchnschr.  XIV. 
321,  343-  „ 

PUERPERAIj   DISEASES,    Teta- 
nus. 

Collins,  J.  -)-  fatal during  partu- 
rition. Med.  &  Surg.  Reporter.  Phila. 
XXXVI.  129.  — Louwers,  J.  -f  +. 
J.  d.  sc.  m^d.  de  Louvain.  II.  448.  — 
Mootoosamy,  P.  S.  -{-.  Remarks  on. 
....  India  M.  Gaz.     Calcutta.     XII.    290. 

—  Stecoulis.     + mort.     Gaz.    m^d. 

d'Oiient.     Constntithiople.     XXI.     10. 

PURPURA.     See  Amenorrhea. 

PYEMIA,  Puerperal.     See   Puerpe- 
ral Diseases,  Pyemia. 

QUADRUPLETS. 

Fliuii,  D.  E.  +  triplets  with  a  fourth 
blighted  foetus.  Med.  Exam.  Lofid.  1S76. 
I.  658.  — Parker,  J.  -f.  Pacific  M. 
&  S.  J.     San  Fran.     XX.     20. 

QUININE.      See,    also,    Ox3rtocics ; 
Cellulitis,  Pelvic. 
Beeman,  E.  E.    An  instance  in  which 

originated  contraction  of    the   uterus. 

Am.  M.  Bi-Weekly.  Louisville.  VI.  225. 
Beeman,  G.  E.  Effects  of..  ..upon 
the   gravid   uterus.       Am.    M.    Bi-Weekly. 

Louisville.    VI.    54.  — Burdel,   E 

absorb(5e  par  la  mfere  se  retrouve-t-elle  dans 
)e  lait,  et  quelle  est  son  action  sur  I'enfant  ? 
Ann.  degyn&.  Par.  VIII.    38. —Craig, 

A.     Effects  of upon  the  gravid  uterus. 

Am.  M.  Bi-Weekly.    Louisville.    VI.    249. 

—  Fontaine,  A.  "W.     Effects  of on 

the  gravid  uterus.  Am.  M.  Bi-Weekly. 
Louisville.  VI.  104.  —  Hawes,  W.  A. 
+  apparently  showing  that  ....  does  not 
possess  oxytocic  virtues.  Virginia  M. 
Monthly.  Richmond.  V.  363.  — Ris- 
tine,  C.  E as  an  oxytocic.  Vir- 
ginia M.  Monthly.     Richmond.     III.    855. 

—  Tliotnas,  J.  P as  an  oxytocic. 

Am.  M.  Bi-Weekly.    Louisville.   VII.   49. 


QUINTUPLETS. 

Szauer,  J.  Wien.  med.  Presse.  XVIII. 
1608. 

RACHIOTOMY.    See  Embryotomy, 

RECTOCELE.  See  Vagina,  Pro- 
lapse of. 

RECTUM.  See,  also,  Fistula,  Recto- 
Vaginal  ;  Tumor,  Recto- Vaginal ; 
Uterus,  Versions  of. 

Boh,  E.  *  Quelques  considera- 
tions sur  les  polypes  du  rectum. 
Paris.     46  pp.     PI.     8°     1877. 

Garsaux,  a.  *  Contribution  k 
I'etude  d'une  variete  de  retrecisse- 
ments  du  rectum  (retrecissements 
sous-muqueux).     Paris.     76  pp.   8° 

1877. 

Roberts,  J.  B.  Excision  of  the 
lower  end  of  the  rectum  in  cases  of 
cancer.     Philadelphia.     1877. 

Snvitli,  T.  C.  + recto-vaginal  fis- 
tula and  posterior  anal  fistula.  Med.  & 
Surg.  Reporter.     Phila.     XXXVII.     305. 

RESPIRATION,  Intra-uterine.  See 
Placenta  Previa. 

RETROCEPS.  See  Labor,  Abnor- 
mal Presentations. 

RETROFLEXION  of  the  Uterus. 
See  Uterus,  Displacements  of; 
Flexions. 

RETROVERSION  of  the  Uterus. 
See  Uterus,  Displacements  of ;  Pes- 
saries. 

RHEUMATISM.  See  Menopause ; 
Menstruation,  Anomalies  of. 

RICKETS.  See  Embryotomy  ;  La- 
bor, Complicated  with  Contracted 
Pelvis ;  Pelvis,  Deformed ;  Pu- 
berty. 

SABINA.     See  Abscess,  Pelvic. 

SACRUM. 

Broca,  P.  Clinical  lessons  on  a  case 
of  fetal  tumor.  West.  Lancet.  San  Fran. 
VI.     28-39- 

SALICYLIC  ACID.  See  Acids; 
Labor  ;  Placenta  ;  Puerperal  Dis- 
eases ;  Uterus,    Inflammation   of. 

SALIVATION. 

Ricliardsou,  W.   li.     + during 

two  successive  pregnancies,  face  presenta- 
tion, first  position,  rotation  effected  by  for- 
ceps, child  alive.  Boston  M.  &  S.  J. 
XCVII.     29. 

SARCOMA.  See  Ligament,  Roiind ; 
Uterus,  Sarcoma  of. 

Green,  .J.  S.  +  of  vaginal  origin.  Am. 
J.  Obst.     iV.  Y.    X.    2S1. 

SCARLATINA,  Puerperal.  See  Pu- 
erperal Diseases,  Scarlatina. 

SCIATICA. 

Crapols.  Nevralgia  ischiatica  da  com- 
pressione  meccanica  (utero  gravido)  quarita 
nierc6  I'applicazione  della  corrente  galvan- 
ica.      Imparziale.     Firenze.     XVII.     S46> 
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SCOOP,  Serrated.  See  Uterus,  Tu- 
mors of. 

SEPTICEMIA.  See  Pessaries,  Pla- 
centa, Diseases  of;  Puerperal  Dis- 
eases, Septicemia. 

SMALL  POX.  See  Abortion ;  Fetus. 
Klgden,    6.       Influence   of    maternal 
small-pox  on  the  foetus.    Brit.  M.  J.    Land. 
1877.     I.     229. 

SOCIETIES,  Obstetric  and  Gyne- 
cological. 

American  Gynecological  So- 
ciety. Transactions  of  year  1876. 
Boston.  Vol.  I.  396  pp.  8°  1877. 
Also,  Abstract  in  Am.  J.  Obst.  N  V. 
X.     694-720. 

Obstetrical  Society  of  Lon- 
don. Transactions  of  the  year  1876. 
London.  Vol.  XVIII.  355  pp.  8° 
1877.  Also,  abstract  in  Obst.  J.  Or. 
Brit.  Lond.  IV.  677-685,  739-755, 
804-815.  V.  41-48,  114-119,  191- 
198,  249-257,  324-333,  538-545,  603- 
610. 

SOCIEDAD  GINECOLOGICA  ESPAN- 
OLA.   Anales.  Madrid.  Vol.  III.   8° 

1877- 
CincluLnatl   Obstetrical   Society. 

Transactions  for  the  year  1877.  Am.  J. 
Obst.  N.  y.  X.  490-519,  678-693.— 
Deutsclie  Gesellschaift  fiir  Gy- 
nakologrie.  Verhandlungen  fiir  1877. 
Arch.  f.  Gynaek.  Ber/.  XII.  261-354.— 
£clinburgli  Obstetrical  Society. 
Transactions  for  the  year  1876-77.  Obst. 
J.  Gr.  Brit.  Lond.  IV.  755-761,  815-826. 
V.  120-127,  257-2S2,  387-403.  473-481-  — 
Gesellscliaf  t  fiir  Geburtsbiilf  e  uud 
Gynakolosie  in  Berlin.  Ztschr.  f. 
Geburtsh.  u.  Gynak.  £er/.  I.  1-467.  II. 
1-222. —  Gesellschaft  fiir  Geburts- 
lliilfe  zu  Leipzig.  Mittheilungen. 
Arch.  f.  Gynak.  BerL  XI.  390-403,583- 
589,  475-490.  —  New  York  Obstetrical 
Society.  Transactions  for  the  year  1S76- 
77.  Am.  J.  Obst.  N.  V.  X.  84-120, 
260-335, 642-677.  — Obstetrical  Society 
of  Boston.  Proceedings  for  1876.  Bos- 
ton M.  &  S.  J.  XCVI.  15-18,  49-53, 
647-651.  XCVII.  343-347,  420-424,  450- 
455'  59'-S9^-  — Obstetrical  Society  of 
Dublin.  Transactions  for  the  year  1876- 
77.  Obst.  J.  Gr.  Brit.  Lond.  IV.  761-768. 
V.  128-136,  198-206.  333-345, 403-409,  546- 
553,  610-623.  —  Philadelphia  Obstet- 
rical Society.  Transactions  for  the 
year  1876-77.  Am.  J.  Obst.  X.  N.  Y. 
121-129,  335-352,  472-490. 

SOUFFLE,  Fetal,  Placental,  Uter- 
ine.   See  Auscultation. 

SPECULA. 

Cooper,  R.  T.  A  new  uterine  reposi- 
tor  and  retracting  speculum.  Dublin  J.  M. 
Sc.  3  s.  LXiri.  457. —  Fryer,  B.  E. 
A  modification  of  the  Sims  speculum. 
Med.  Rec.      N.  V.      XII.     597.  —  Mur- 

phy,  J made  of  glass.      Brit.  M.   J. 

Land.  1877.  I.  644. — Sloan,  S.  Strong 
glass  ....  Brit.  M.  J.  Lond.  1877.  I. 
709. 


SPHYGMOGRAPH.  See  Puerperal 
Diseases. 

SPONDYLIZ^ME.  See  Pelvis,  De- 
formeal. 

SPONGE-TENTS. 

Krone.  Ueber  die  Bedeutung  des 
Presschwammes  in  geburtshiilflicher  und 
gynakologischer  Beziehung.  Berl.  klin. 
Wchnschr.    XIV.     586. 

STERILITY.  See,  also,  Amenor 
rbea;  Uterus,  Cervix,  Incision 
of;  Uterus,  Inflammations  of. 

Abeille.  Maladies  des  femmes. 
De  la  sterilite  subordonnee,  dans 
certains  cas  aux  deviations  ou  in- 
flexions uterines.  Reponse  aux 
critiques  du  professeur  Pajot.  8° 
Paris.     1877. 

Abeille.  De  la  st^rilit^  dans  certaines 
cas  de  deviations  ou  inflexions  uterines. 
Courrier  m^d.  Par.  XXVII.  197,  202. 
—  Pajot.  Des  fausses  routes  vaginales. 
Rev.  de  litt.  med.  Par.  II.  193.  —  Sav- 
age, T.  Observations  on  diseases  of 
women;    sterility.     Birmingham   M.    Rev. 

1876.  V.    246.  —  "Watheh,  "tV.  H 

treatment.     Tr.  Kentucky  M.  Soc.     84-94. 

STETHOSCOPE.       See    Ausctdta- 

tion. 
STOMACH.     See  Hystero-neuroses. 
STOMATITIS  in  Pregnancy. 

Wright,   CO.     . : . .  materna.    Am. 

J.  Obst.     .V.  V.     X.     511. 
SUPERFETATION. 

Kern,  T.     Twin  conception  or  super- 

foetation.    Am.  M.  Bi-Weekly.    Louisville. 

VI.    254.  —  Prevost.  -(--|-.    Anndem^d. 

Caen.     1876.     I.    32. 

SYMPHYSIS  Pubis. 

Panas.  Ceintre  pelvienne  h  pelotes 
pour  les  cas  de  relachement  des  symphy- 
ses. Bull,  et  mem.  Soc.  de  chir.  de  Par. 
N.  s.  II.  116. — Wahl.  Zerreissung 
der  Symphisis  Ossium  Pubis  und  der  Harn- 
rbhre.  5fecros'.s  Ossium  Pubis  mit  Aus- 
eang  in  Genesung.  Aerztl.  Int.-Bl.  Miin- 
c/ieu.     XXIV.     34- 

SYPHILIS.  See  Abortion;  Labia; 
Uterus,  Cervix,  Ulcer  of;  Uterus, 
Diseases  of.  Syphilis ;  Vulva,  In- 
flammation of. 

TAMPON.  See  Metrorrhagia ;  Pla- 
centa Previa. 

TA.NNIN,     See  Vomiting. 

TETANUS.  See  Puerperal  Dis- 
eases, Tetanus  ;  Uterus,  Tumor  of. 

THROMBOSIS.  See  Pregnancy, 
Complications  of;  Puerperal  Dis- 
eases, Fever;  Uterus,  Tumors  of. 

TOOTHACHE  in  Pregnancy. 

De  Lessert.    +.     Brit.  M.  J.     Lond. 

1877.  I.     584- 
TRANSFUSION  of  Blood.   See,  also, 

Metrorrhagia ;  Hemorrhage,  Post 
Partum. 

Attliill,   I-.     On    in   post-partnm 

hasmorrhage.     Obst.  J.  Gr.   Brit.     Lond 
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V.    546-  —  Cory,  R. ,  and  Cameron,  C. 

+  ....  successful  for  severe  haemorrhage 
after  delivery.     Lancet.    Land.     1877.     II. 

387.  —  tonilbroso,   C.     Sulla   com- 

parataagli  innesti  animali;  studio  basato  su 
41  trasfusioni  originali  in  casi  di  pazzia,  leu- 
chemie,  pellagre,  anemie,  tifi,  premie.  Mor- 
gagni.      Napoli.     1876.    XVIII.    665-686; 

737-831.     I  Table.  —  Rossi,  A per 

metrorragia  da  arresto  di  un  frammento  di 
placenta.  Ann.  univ.  di  med.  e  chir.  Milatw. 
1S77.  CCXLI.  572-575.  — Roussel.  Tr. 
Obst.  See.  Lond.  1876  (1877).  XVIII. 
2S0.  —  Strapart.  Hemorragia  uterina  in- 
coercible  en  una  nina  de  13  anos.  Trans- 
fusion. Curacion.  Enciclop.  m^d.-farm. 
Bar-eel.  I.  438. — Vaclietta,  A.  Speri- 
menti  sulla  ....  con  un  nuovo  apparecchio. 
Comment,  clin.  di  Pisa.  I.  353-377-  i  PI- 
TRANSVERSE  Presentation.     See 

Labor,  Complicated. 
TRIPLETS. 

Fiiilay,  "W.  A.     +   complicated 

with  puerperal  convulsions  after  delivery. 
Obst.  J.  Gr.  Brit.  Lojid.  V.  263.  — Har- 
kiiis,  M.  H.  +.  Med.  &  Surg.  Reporter. 
Phila.   XXXVIII.   39.  — Hearn,H.M. 

-f- with    some    grave    complications. 

NashvilleJ.M.&S.  XX.  9.  — McPliatl, 
B.  G.  -f .  Virginia  M.  Monthly.  Rich- 
mond. IV.  48.  —  Patterson,  M.  R. 
+.     Nashville   J.    M.   &   S.     N.   s.     XX. 

277.  —  Rizzoli,  ^'  ."h ^S  di  alcuni  casi 

di  parti  pure  tngemini.     Bull.  d.    sc.  med. 

Bologna.    5  s.    XXIII.     411. 1-     Ann. 

de  gynec.     Par.     VIII.     79. 
TUBERCULOSIS.       See     Abscess, 
Pelvic  ;  Bladder,  Diseases  of;  Fis- 
tula, Ves.-vag. ;  Pregnancy,  Com- 
plications of. 
TUMORS,  Recto-vaginal. 

Clievieux,  F.  +.  Kyste  de  la  cloison 
recto-vaginale.  J.  Soc.  de  raed.  de  la  Haute- 
Vienne.  Limoges.  1S76.  I.  78. 
TURPENTINE.  See  Puerperal  Dis- 
eases, Peritonitis. 
TAVINS.  See,  also.  Births,  Multiple  ; 
Labor,  Complicated ;  Labor,  Ab- 
normal Presentations ;  Monstrosi- 
ties ;  Pregnancy,  Extra-uterine ; 
Superfetation ;  Uterus,  Abnormi- 
ties of ;  Uterus,  Tumors  of. 

AJllfeld.  Beitrage  zur  Lehre.  Arch. 
f.  Gynxk.  Berl.  XI.  160-172. — Braun, 
M.  Notiz  uber  Zwillingsbildungen  bei  Wir- 
bclthieren.  Verhandl.  d.  phys.-med.  Ge- 
selsch.  in  Wiirzb.  1876.  X.  67.  i  Taf.  — 
Lang  let.  Grossesse  gemellaire ;  placenta 
unique,  una  seule  poche  amniotique ;  les 
deux  cordons  noues  ensemble  ;  arret  de  de- 
velnppement  de  I'un  des  deux  foetus.  Union 
med.    et   scient.    du   nord-est.     Reims.     I. 

120-130.  —  Stafford,  J.    + one  died 

at  an  early  period  of  jiregnancy.  Birth  of 
the  two  at  full  period.  Tr.  Obst.  Soc.  Lond. 
1876.     XVII.     211.  — Strotlier,  J.  ^V. 

Simultaneous  birth  of Cincin.  Lancet 

&  Obst.  XIX.  690. —Sturm.  Zwil- 
lingsgeburt ;  zwei  Placenta;,  ein  Hydram- 
nion  und  eine  Missgcburt.  Wien.  med. 
Wchnschr.     XXVII.    801.  —  Tompsett, 

J.     -)-    head   presentations.      Lancet. 

Loud.     1877.     I.     671. 


TYPHLITIS.  See  Uterus,  Inflam- 
mation of. 

TYPHOID  FEVER.  See  Broad  Lig- 
ament ;  Phlegmasia  Alba  Dolens. 

UMBILICAL  Cord.  See,  also.  La- 
bor, Abnormal  Presentations ; 
Placenta. 

Chiarleoni,  G.  Effetti  di  un  attor- 
tigliamento  del  cordone  ombellicale  intorno 
alia  gambia  di  un  feto.  Gazz.  med.  ital. 
lomb.  Milano.  7  s.  IV.  501.  i  PI.  — 
Diipuy,  Li.  E.  -|-  d'hemorrhagie  du  nom- 
bril  causee  par  la  rupture  du  cordon  ombili- 
cal  au  moment  de  I'expulsion.  Gaz.  obst. 
Par.  VI.  289.  —  Fariiliam,  E.  -f . 
....  Rupture  of  during  rapid  labor.  Obst. 
J.  Gr.  Brit.  Am.  Suppl.  Pkila.  V.  50.  — 
Helot,  P.  fitude  de  physiologic  experi- 
mentale  sur  la  ligature  du  cordon.  Union 
m^d.  de  la  Seine-Inf.  Rouen.  XVI.  193- 
212.  —  Hennig,  C  Ueber  die  durch  ura- 
schlungene  Nabelschnurbei  einigen  mensch- 
lichen  Fruchten  angerichteten  Verunstaltun- 
gen.  Arch.  f.  Gynsek.  Berl.  XL  383.— 
Horder,  L.  -f-  -|-.  Umschlingung  der 
Nabelschnur  seltener  Art.  Arch.  f.  Gynaek. 
Berl.  XL  364.  —  Jaffe,  T.  Ueber  die 
Verhaltnisse  der  Nabelschnur  bei  den  in  den 
Jahren  1S74  und  1875,  beobachten  Geburten. 
Ber.  a.  d.  k.  sachs.  Entbind.-Inst.  in  Dres- 
den.    Leips.    1876.     II.    201. -Parker, 

E.W.     Case  of  knot  in    Bost.   M. 

&    S.  J.      XCVII.      28.  —  Roper,     G. 

On  prolapse   of    during  labour.      Tr. 

Obst.  Soc.  Lond.  1876.  XVII.  318.— 
Ruge,  C.  Untersuchungen  iiber  den 
Dottergang  und  iiber  Capillaren  im  Nabel- 
strang.  Ztschr.  f.  Geburtsh.  u.  Gynak. 
Stuttgart.  I.  253.  — VanvertS.  Hem- 
orrhagie  abondante  par  le  cordon  ombilical ; 
battements  dans  le  cordon  aprfes  la  separa- 
tion de  I'enfant ;  communication  directe  des 
vaisseaux  maternals  avec  ceux  du  fcetus. 
Bull.  m(^d.  du  Nord.     Lisle.    XVI.    372. 

UMBILICUS,  Hernia  of.  See  Her- 
nia, Umbilical. 

UREMIA.  See  Pregnancy,  Extra- 
uterine ;  Puerperal  Convulsions. 

URETHRA.  See,  also,  Fistula,  Ve- 
sico-vaginal ;  Symphisis  Pubis. 

Englisch,  J.  Ueber  Retention- 
cysten  der  weiblichen  Harnrohre  bei 
Neugebornen  und  ihre  Beziehung 
zur  Entwickelung  der  Karunkel. 

Petit,  A.  *  Considerations  sur 
le  traitement  immediat  et  consecutif 
des  lesions  de  I'urethre  a  la  suite  de 
chute  du  perinee.  Paris.  44  pp.  8° 
1S77. 

Weisgerber,  a.  *  Considera- 
tions sur  les  polypes  de  I'urethre 
chez  les  femmes.   Paris.    48  pp.    8° 

1877. 

Blum,  A.  Des  affections  de  I'urethre 
chez  la  femme.  Arch.  gdn.  de  med.  Pur. 
XXX.  129-144,  307-321-— Bratton,  G. 
Operation  for  vascular  tumor  of;  hajmatu- 
lia.  Recovery.  Month.  J.  South.  111.  M. 
Ass.     Cairo.     I.      39.  —  Liebman,  C. 
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Ragadi  intorno  all'  orifizio dell'  uretra :  2  casi. 
Resoc.  sau.  d.  Osp.  civ.  di  Trieste.  1876. 
II.  207.  —  Odmansson,  E.  Om  Kro- 
nisk  ulceration  af  urethra  Krinnan.  C.  R. 
[De  I'ulc^ration  chronique  de  I'urfethre  chez 
la  femme.  No.  19.  5-7.]  Nord  med.  Ark. 
Stockholm.  IX.  No.  17.  5.  — Kose,  E. 
Ueber  den  plastischen  Ersatz  der  weiblichen 
Harnrohre.  Deutsche  Ztschr.  f.  Chir.  Leipz. 
IX.  122-137.  Also,  Wien.  med.  Presse. 
XVIII.  I345-  — Thomas,  T.G.  +••• 
cancer  of  the.  Am.  J.  Obst.  N.  Y.  X.   114. 

DRINE.  See,  also,  Uterus,  Cancer 
of. 

Lepine,  a.  *De  la  retention 
d'urine  dans  la  grossesse.  Paris.  4° 
1877.     No.  447. 

Gosselin.  Troubles  abdotnlnaux  oc- 
casionn^s,  chez  une  hysterique,  par  I'dvacu- 
ation  incomplete  du  reservoir  urinaire.  Rev. 
de   th^rap.    med. -chir.     Par.     XLIV.     61. 

—  Jolianiiovsky,  V.  Ueber  den  Zuck- 
ergehalt  im  Harne  der  Wochnerinnen. 
Arch.   f.    Gynsk.      Berl.      XII.     448-463- 

—  Scliatz,  F.  Trichterpessarien  bei  ein- 
facher  Incontinentia  Urinae.  Arch.  f.  Gy- 
nak.     Berl.     XI.     ig8. 

URTICARIA.  See  Menstruation, 
Anomalies  of. 

UTEROSCOPE.     See  Uterus. 

UTERUS.  See,  also,  Placenta  ;  Pla- 
centa, Retained  ;  Uterus,  Involu- 
tion of. 

Hach,  F.  *  Ueber  Lage  und 
Form  der  Gebarmutter.  Dorpat. 
8°     1877. 

Altiuann.  Ueber  die  Pigmentbildung 
der  Uterinschleimhaut.  Sitzungsb.  d.  Ge- 
sellsch.  z.  Beford  d.  ges.  Naturw.  zu  Mar- 
burg. 1S77.  51-53-  —  Bandl,  Ii._  Ueber 
das  Verhalten  des  Uterus  und  Cervix  in  der 
ersten  Zeit  der  -Schwangerschaft.  Centralbl. 
f.  Gynak.  Leifiz.  I.  177.  —  Bascll,  S. 
v.,  und  Hofmann,  E.  Untersuchun- 
gen  iiber  die  Innervation  des  Uterus  und 
seiner  Gefasse.  Med.  Jahrb.  Wien.  465- 
487.  —  Benavides,  J.  K.  Atonia  uterina 
constitucional.  Rev.  de  med.  y  cir.  pract. 
Madrid.  I.  5. — Depaul.  Du  toucher. 
J.  des  sages-femmes.  Par.  1S76.  IV.  185. 
1877.  V.  ig3,2oi. —  lieopold,  G>  Studien 
iiber  die  Uterusschleimhaut  wShrend  Men- 
struation, Schwangerschaft,  und  Wochen- 
bett.  Arch.  f.  Gynsk.  Berl.  XI.  110-144.  3 
Taf.,  XII.  443-500.  4  Taf . — Meadows, 
A.  Note  on  the  post-mortem  diagnosis  of 
a  nulliparous  uterus.  Tr.  Obst-  Soc.  Lond. 
1876.  XVII.  355.  — Kev\ieltas-Car. 
rillo   y   Montel.      Uteroscopio   original 

y  de  la  mvencion  del Rev.  de  med.  y 

cirug.  prAct.  Madrid.  I.  239.  —  Sanger, 
W.  M.  H.  Von  derbaarmoeder.  Weekbl. 
Nederl.Tijdschr.  v.  Geneesk.  Amst.  1877. 
347-348. — ScUramm.  Die  diaphanos- 
kopische  Untersuchung  der  weiblichen 
Beckenorgane.  Jahresb.  Gesellsch.  f.  Nat. 
u.  Heilk.  in  Dresd.  1876.  81.  —  Turner, 
H.  C.  A  new  utenne  applicator.  N. 
York.  M.J.     XXVI.     165. 

UTERUS,  Abnormities  of.  See,  also. 
Genital   Organs,  Abnormities  of; 


Kidneys,  Diseases  of ;  Labor,  Ab- 
normal Presentations ;  Vagina, 
Abnormities  of. 

Noel,  F.  *Des  arrets  de  crois- 
sance  de  I'uterus.     Paris.     1877. 

Beige],  H.  Unicornis  dexter  mit  eig- 
enthiimlichen  Verlaufe  der  Tuba  und  des 
Ovarium  links.  Arch.  f.  Gyna;k.  Berl. 
XI.  380.  1  Taf.  — Benicke,  F.  Ge- 
burtsfall  bei  doppelter  Gebarmutter  und 
Scheide.  Ztschr.  f.  Geburtsh.  u.  Gynak. 
Stuttg.      I.     366.  —  Chad  wick,   J.   B. 

•\-  -\- double  uterus  and  vagina.    Boston 

M.&S.J.  XCVII.  703.  — Clay,  J. -f- 
double  uterus  and  two  vagins,  compli- 
cated with  fibroid  tumours  and  absence  of 
one   kidney.      Lancet.     Lond.     1877.      II. 

87.  — Dodge,  L..  P didelphys  septus, 

et  vagina  septa.  Tr.  Minnesota  M.  Soc. 
108.  —  Freuud,  W.  A.  Beitrage  zur 
Pathologic  des  doppelten  Genitalkanals. 
Ztschr.  f.  Geburtsh.  u.  Gynak.  Shittg.  I. 
231-252.  I  Taf.  —  Holniboe,  I.  -j- Atre- 
sia. Norsk.  Mag.  f.  Lsegevidensk.  Chris- 
tiania.   1876.  VI.  343.  —  johannovsky, 

V.  -|-  septus  bilocularis  mit  Vagina  duplex. 
Arch.  f.  Gynask.      Berl.     XI.     372. — Jo- 

hannovsky,  V.  -|-  bicornis  duplex  rait 
Vagina  dupjex.  Arch.  f.  Gynaik.  Berl. 
XI.  372. —  Kahrs,  C.  -(-atresia.  Norsk. 
Mag.  f.  Laegevidensk.     Christiania.     1876. 

VI.  852.  — Levison,  F.  Et  Tilfalde  af 
uterus  foetalis  hos  en  57  arig  kvinde.  Nord. 
med.  Ark.  Stockholm-  1876.  VIII.  5.— 
Mann,  -f-  bicornis,  with  a  partial  vaginal 
septum.  Am.  J.  Obst.  N.  Y.  X.  666. — 
Meyburg.  -|-  unicornis  mit  rudimentarem 
Home.  Jahresb.  d.  Gesellsch.  f.  Nat.-u. 
Heilk.  in  Dresd.  92.  —  Peaslee,  E.  B. 
A  case  of  solid  uterus  bipartitus,  both  ovaries 
removed  for  the  relief  of  epileptic  seizures, 
ascribed  to  ovarian  irritation.  Tr.  Am. 
Gynec.   Soc.     Boston.     1876.     I.     340-353. 

—  Polaillon.  Sur  cerlaines  malforma- 
tions de  I'uterus  comme  cause  de  la  pre- 
sentation du  tronc  et  de  I'insertion  vicieuse 
<'u  placenta.  Ann.  de  gynec.  Par.  VIII. 
161-175. — Polaillon.  -|- biloculaires  ou 
bipartitus.  Bull,  et  mem.  Soc.  de  chir.  de 
Par.  III.  N.  s.  197.  —  Puech,  A.  pu- 
bescent. Gaz.  obst.  Par.  V.  145. — 
Kuge,  C.  Beobachtung  einer  Schwan- 
gerschaft bei  zweihbrniger  Gebarmutter 
mit  solidem  Cervix  des  geschwangerten 
Horns.  Ztschr.  f.  Geburtsh.  u.  Gynak. 
Stuttg.  II.  27.  I  PI.  —  Scheidl.  Zwil- 
lingsgeburt  bei  einem  Uterus  bipartitus. 
Med.-chir.  Central-Bl.     Wien.     XII.    128. 

—  Sullivan,  J.  L..  -|- double  vagina 

and  uterus,  with  congenital  atresia  of  one 
of  the  vaginal  divisions  or  channels.  Bos- 
ton M.  &  S.  J.  XCVII.  7o6.-^Velt, 
J.  Fall  von  Uterus  bipartitus  mit  Stein- 
bildung  in  der  Blase  ;  Lithotripsie.  Gene- 
sung.  Ztschr.  f .  Geburtsh.  u.  Gynak.  Stuttg. 
II.     118.     I  PI. 

UTERUS,  Absence  of.  See,  also. 
Vagina,  Absence  of,  Abnormities 
of 

RiKARD,  F.  *  De  I'absence  de 
I'uterus.     Paris.     1877. 

Oray,  A.  W.  -\-  and  vagina.  Chicago 
M.J.  &  Exam.  XXXV.  i;;i.  —  Johan- 
novsky,  V.   Defectus  Vagina;  mit  Uterus 
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rudimentarius  oder  ganzlichen  Defect  des 
Uterus.    Arch.  f.  Gynak.     Berl.    XI.  371. 

—  Marcy,    H.    O and   nondevelop- 

ment  of  the  fundus  uteri.  Illustrated  by 
cases.    Tr.  Am.  M.  Ass.     XXVIII.     345. 

—  Sanger.  Bed.  klin.  Wchnschr.  XIV. 
497.  —  Valletti,  E.  Atresia  congenita 
della  vagina  con  deficienza  della  porzione 
sopra-perineale  della  medesima  a  mancanza 
totale  dell'  utero.  Mania  intermittente  prima 
a  forma  erotico-ambiziosa,  poscia  con  al- 
lucinazioni  auditive.  Gior  d.  r.  Accad.  di 
med.  di  Torino.     XL.     194. 

UTERUS,  Cancer  of.  See,  also, 
Cesarean  Section ;  Labor,  Com- 
plicated ;  Uterus,  Extirpation  of; 
Uterus,  Versions  of,  in  Pregnancy. 
CusTAUD,  L.  *  £tude  sur  les 
cancers  de  la  matrice.  Montpellier. 
40     1877.     No.  62. 

Attliill,  + operation,  death  from 

collapse.  Obst.  J.  Gr.  Brit.  Land.  V. 
136.  —  Aust-Lawrence,   A.   E.      On 

the  relief  of  pain  in Med.   Times  & 

Gaz.  Land.  1877.  I.  310. — Beiie- 
dite,  M.  J.  Cancroide  ulcerado  del  cu- 
ello  del  utero.  Rev.  de  med.  y  cirug.  pract. 
Madrid.  I.  297.  —  Breisky.  Ueber  die 
Beziehungendes  Narbenektropium  am  Mut- 
termunde  zum  Carcinoma  Uteri.  Prag. 
med.  Wchnschr.  II.  569.  —  Clliari,  H. 
-) — |- ins  Fundus  und  Corpus  des  Ute- 
rus. Med.  Jahrb.  Wien.  1S77.  364.  — 
Fundenberg,  G.  B.  +.  Med.  &  Surg 
Reporter.  Phila.  XXXVI.  2S3.  — Geis- 
sel,  R.  -(-.  Deutsche  med.  Wchnsclir. 
Berl.    III.    529.  —  Goodell,  "W.    On  the 

radical   treatment   of Med.   &   Surg. 

Reporter.  Phila.  XXXVI.  217.  — Griin- 
e^valdt,  O.  von.  Zur  operativen  Be- 
handlung  der  bosartigen  Neubildungen  an 
der  Vaginalportion  und  der  Scheide.  Arch. 
f.  Gynaek.    Berl.   XI.  501-522.  —  Guicll- 

ard,  A.    + du  col  de  I'uterus,  gueri 

par  I'injection  interstitielle  d'une  solution 
de  chlorure  de  zinc  au  cinquieme.  Ann.  de 
gynec.      Par.     VII.      142,   225.  —  Kurz, 

E.     -J-  4- Corporis  Uteri.      Deutsche 

Ztschr.  f.  prakt.   Med.     Leipz.     IV.     331. 

—  Liebman,   C     Clinical  notes  on  the 

early  course  of Tr.  Obst.  Soc.  Lend. 

1876.  XVII.  66-81.  — Mears,  J.  E. 
and  vagina.  Phila.  M.  News_  VII.  377. 
Ricliet.  Diagnostic  ....  Ecole  de  med. 
Par.  1876.  III.  I.  — Osier,  W. +.... 
of  cervix ;  obstruction  of  the  canal ;  dilata- 
tion of  the  uterine  cavity.  Pyometra. 
Montreal  Genl.  Hosp.  Path.  Rept.     I.    77. 

—  Kokitansky,    K.   v.,   Jr des 

Gebarmutterkorpers.  Wien.  med.  Presse. 
XVIII.  146. -Kokitansky,  K.  v., 
Jr.  +  und  der  Scheide.  Wien  med.  Presse. 
XVIII.     173  --Serpaggi.  +-.  Guerison 

par  les  filches   de   Canquoin.       Gaz. 

obst.     Par.    VI.     257. —  Staples,  F. -f- 

and  cancroid  disease.     Tr.  Minnesota 

M.  Soc.  155.— Veit,  J.  -1- -f  . . . .  des 
Uteruskiirpers.  Ztschr.  f.  Geburtsh.  u.  Gy- 
nak.  ."^tiUig.  I.  467.  —  Wiltshire,  A. 
On  death  from  urinemia  in  certain  cases  of 
....  Tr.  Am.  Gynec.  Soc.  Boston.  1876. 
I.  301.  —  Yoiil.  Inquest  on  Mrs.  Beck. 
[Removal  of  uterine  cancer  and  injury  to 
bladder.]       Austral.    M.    J.      Melbourne. 

XXII.  2SI. 


UTERUS,  Cancer  of,  in  Pregnancy. 

See,  also,  Uterus,  Retroversion  of, 
in  Pregnancy. 

Benicke,  E.  Beitrag  zur  Behandlung 
des  Gebarmutterkrebses  bei  Schwangeren. 
Ztschr.  f.  Geburtsh.  u.  Gynak.  Stuttg.  I. 
337-352.  — Edls,  A.  W.  -f preg- 
nancy ;  parturition ;  extraction  of  a  living 
child  ;  death  of  the  mother  two  weeks  after 
delivery,  from  pyjemia.  Tr.  Obst.  Soc. 
Lond.    1876.    XVII.    344-354.  —  Martel, 

J.  + encephaloide  du  col  et  du  vagin. 

Accouchement  spontan^  i  7  mois  et  demi. 
Enfant  mort.  Arch,  de  tocol.  Par.  IV. 
745.  —  Savory,  C.  T.  -\-....  removal  of 
diseased  portion  ;  subsequent  delivery  of  a 
healthy  child ;  recurring  pregnancy.  Tr. 
Obst.  Soc.  Lond.     1876.     XVII.     82. 

UTERUS,  Cervix  of.     See,  also.  Ute- 
rus. 

Martin,  A.  Das  Verhalten  des 
Cervix  Uteri  wahrend  der  letzten 
Schwangerschaftsmonate.  Stuttgart. 
8°     1877. 

Kiistuer,  O.  Beitrag  zur  Anatomic  der 
Cervix  Uteri  wahrend  der  Schwangerschaft 
und  des  Wochenbettes.  Arch.  f.  Gvnaek. 
Berl.  XII.  383-406.  —  Taylor,  1.  E. 
Non-shortening  of  the  cervix  uteri  during 
utero-gestation.  Med.  Rec.  N.  Y.  XII. 
644. 
UTERUS,  Cervix,  Amputation  of. 
See,  also.  Fistula,  Vesico-uterine. 

Henry,  L.  *  Ueber  die  Ampu- 
tation der  Portio  vaginalis.  Wurz- 
burg.     8°     1876. 

Leblond,  a.  De  ramputation 
du  col  de  I'uterus.  Memoire  lu 
au  Congres  periodique  international 
des  sciences  medicales,  tenu  a  Ge- 
neve (56  Session).    Paris.  8°    1877. 

Byrne,  J.  Specimen  of  a  uterus,  the 
cervix  of  which  was  amputated  by  galvano- 
cautery  four  years  previouslv.  Am.  J.  Obst. 
A^.  Y.  X.  292.  —  Galabin,  A.  L,.  On 
the  use  of  Esraarch's  elastic  constrictor  in 
amputation  of  the  hypertrophied  cervix 
uteri.  Lancet.  Lond.  1877.  I.  230,  269. 
—  Hartvigson,  S.  Simon's  keglekappe- 
formige  Excision  og  Howitz's  Ovalaerex- 
cision  af  den  hypertrofiske  cervix  uteri. 
Gynsk.  og.  Obst.  Meddelelser.  Kjoben- 
havn.  I.  1-61. — !Lehniann,  Li.  By- 
drage  ....  Nederl.  Tijdschr.  v.  Geneesk. 
Afiist.  XIII.  97. — Noeggerath.  Speci- 
men of  a  uterus  with  appendages  and  kid- 
neys, from  a  woman  who  had  died  of  cancer, 
in  whom  the  cervix  had  been  amputated  by 
galvano-cautery  seven  months  previously. 
Am.  J.  Obst.  N.  Y.  X.  266.  —  SeU, 
E.  H.  M.  -1-  Physician  &  Pharmac. 
A^.  Y.  X.  9. 
UTERUS,  Cervix,  Diseases  of.  See 
Uterus,  Diseases  of ;  Uterus,  Cer- 
vix, Inflammation  of.  Amputation 
of. 

Cleveland.  A  case  of  pregnancy  with 
elongated,  hypertrophied,  and  ulcerated  cer- 
vix.'    Am.   J.    Obst.      N.    Y.     X.     497-  — 

Coiirty.    Hypertrophies  partielles  du 

Bull.  Acad,  de  mdd.     Par.    2  s.    VI.     545 
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—  Guerin,  A.  Hypertrophic  de  la  por- 
rion,  sus-vaginale  du  col  de  I'utdrus.  Re- 
cueillie  par  G.  Marseille.  Arch,  de  tocol. 
Paris.  IV.  479.  —  Rosser,  J.  C.  Ex- 
treme hypertrophic  elongation  of  the  cervix 
with  prolapsus  of  the  vagina,  puerperal 
eclampsia,  metritis,  and  death.  Tr.  Minne- 
sota M.  Soc.  86.  —  Skene,  A.  J.  C. 
Cicatrices  of  the  cervix  uteri  and  vagina. 
Tr.  Am.  Gynec.  Soc.  Boston.  1876.  I. 
91. — Smitll,  H.  On  a  form  of  non-ma- 
lignant induration  of  the  cervdx  uteri.  St. 
George's  H(^.  Rep.     Land.     VIII.     201. 

—  Sinitli,  H.  +  induration  of  the  cervix 
uteri.  Proc.  M.  Soc.  Lond.  1S75-1877. 
III.  65. — TVaitz,  H.  Eine  hochgradige 
Hj'pertrophie  der  Portio  vaginalis  verbun- 
den  mit  Descensus  Uteri  bei  einem  20  jahri- 
gen  Madchen.  Arch.  f.  klin.  Chir.  Berl. 
XXI.  642. — Treatment  of  supra-vaginal 
elongation  of  the  cervix  uteri.  Am.  J.  Obst. 
N.  Y.     X.     489. 

UTERUS,  Cervix,  DUatation  of. 

Ball,  J.  +.  Forcible  and  rapid  dila- 
tation of  the  cerv-ix  uteri  for  the  relief  of 
stricture,  chronic  endo-cervicitis,  conical  cer- 
vix, flexions,  sterility,  etc.  Tr.  M.  Soc. 
N.  Y.  112.  I  Tab.  —  Pozuelo,  J.  Dila- 
tador  uterino.  Anfiteatro  anat.  Madrid. 
V.  167.  —  Sussdorff,  G.  £.  A  new  ma- 
terial for Med.  Record.    N.Y.   XII. 

436. 

UTERUS,  Cervix,  Incdsion  of.     See, 
also.  Metrorrhagia. 

NicoU,  H.  D.     + with  death  on 

the  fifteenth  day.  Am.  J.  Obst.  N.  V.  X. 
264.  —  Pallen,  M.  A.  Resume  of  incis- 
ion and  discision  of  the  cervix  uteri  for  dys- 
menorrhcea  and  sterility.  Am.  J.  Obst. 
N.  V.  X.  ,364-389.  —  Palmer,  C.  D. 
Conoid  cervix  ;  dysmenorrhoea  ;  sterility  : 
epileptiform  seizures.  Operation  of  bi-lat- 
eral  section.  Clinic.  Cincin.  XIII.  229. 
Roper,  G.  A  difficult  case  of  labour  in  a 
primiparous  woman  who,  having  been  bar- 
ren for  thirteen  years,  became  pregnant  after 
diWsion  of  a  deformed  cervix  uteri.  Obst. 
J.  Gr.  Brit.  Lond.  V.  256.  —  Smitll, 
H.  Obst.  J.  Gr.  Brit.  Lond.  V.  31.— 
Sutton,  R.  S.  +  +  bilateral  di\asion  of 
the  cervix  uteri.  Med.  &  Surg.  Reporter. 
Phila.     XXXVI.     478. 

UTERUS,    Cervix,    Laceration    of 
See,  also,  Ovary,  Diseases  of. 

Emmet,  T.  A.  Risse  des  Cervix 
Uteri,  etc.  Berlin.  47  pp.  8°  7 
Hlzschn.     1877. 

Baker,  W.  H as  a  cause  of  ute- 
rine disease.  Boston  M.  &  S.  J.  XCVII. 
323.  —  £nunet,  T.  A.  On  the  proper 
treatment  of  ....  N.  York  M.  J.  XXV. 
70.  Also,  Am.  Pract.  Louisville.  XV. 
1-13.  —  Goodell,  W^.  (Clinical  lecture.) 
Med.  Rec.    N.Y.   XII.    657.  —  Olshau- 

sen,  R.     Zur  Pathologie  der Cen- 

tralbl.  f.  Gynak.  Leipz.  I.  233.  — Phil- 
lips. -)- operation  Tr.  Minne- 
sota M.  Soc.  no. — Porter,  G.  W.  Bos- 
uinM.  &S.  J.    XCVI.     585. 

UTERUS,    Cervix,   Ulcer  of.      See, 
also.  Uterus,  Syphilis  of. 

Adradas,  Li.  Breves  ideas  ac^rca  de 
....  y  de  su  tratamiento.  An.  de  cienc. 
m^d.  Madrid.  IV.  65,  91.  —  Boulton, 
P.      Chronic  inflammation  and   ulceration 


of  the  OS  and  cervix  uteri.  Proc.  M  Soc. 
Lond.    1875-1877.    III.    203.  — Boulton, 

P.  On  the  treatment  of  chronic  inflamma- 
tion and  simple  ulceration  of  the  os  and  cer- 
vix uteri.  Obst.  J.  Gr.  Brit.  Lond.  V. 
3 1.9- —  Cooper,  J.  M.    Tr.  M.  Soc.  W. 

Virginia.    286.  —  Perraz,  C   -|- com- 

plicada  de  metrite  catarrhallidas Ann. 

Brasil.  de  med.  Rio  de  Jan.  XXVIII. 
330.  —  Minot,  F.  -f  resembling  malig- 
nant disease;  cure.  Boston  M.  &  S.  J. 
XCVI.  24.  —  Ruge,  C,  u.  Veit,  J. 
Anatomische  Bedeutung  der  Erosionen  am 
Scheidentheil.  Centralbl.  f.  Gynak.  Leipz. 
I.  17. 
UTERUS,  Diseases  of  See,  also. 
Hydrorrhea ;  Hystero-neuroses ; 
Injections,  Intra-uterine ;  Uterus, 
Flexions  of;  Uterus,  Involution 
of. 

Abeille.  Traite  des  maladies 
chroniques  de  I'uterus.    Paris.    1877. 

Dechaux.  La  verite  sur  les  mal- 
adies de  I'uterus  et  la  physiologie 
medicale  de  la  ferame.  Paris.  173 
pp.     18°     1877. 

Demarquay  et  Saint- Vel,  O. 
Traite  clinique  des  maladies  de  I'ute- 
rus.    Paris.     8°     1 87  7. 

GoLDSCHMiDT,  S.  Ueber  intra- 
uterine unblutige  Behandlung.  Ber- 
lin.   8°     1876. 

Regnier,  J.  *  De  I'influence  de 
certaines  maladies  constitutionnelles 
dans  les  affections  uterines.  Paris. 
68  pp.     8°     1877. 

Alloway,  T.  J.  On  the  application  of 
fuming  nitric  acid  to  the  interior  of  the  ute- 
rus.   Canada  M.  Rec.    Montreal.    V.     145. 

—  Atthill,  li.  +  diphtheria.  Dublin  J. 
M.  Sc.  3  s.  LXIV.  191. — Balestre. 
Modifications  imprim^es  i  la  marche  des 
maladies  uterines  par  le  jeu  exagere  du  plan. 
Nice  med.  I.  386. —Campbell,  F.  W. 
Application  of  nitric  acid  to  the  uterine  cav- 
ity.   Canada  M.  Rec.     Montreal.    V.     149. 

—  Dechaux.  Observations  d'affections 
uterines.     Bordeaux  med.     1876.    V.  339.  — 

Doyle,   J.  P.     -j-  -j- in  connexion 

with  the  use  of  alcoholic  stimulants.  Obst. 
J.  Gr.  Brit.  Lotid.  V.  403.  Also,  Dub- 
lin J.  M.  Sc.  3  s.  LXIII.  475-— Fox, 
P.  Some  of  the  diseases  of  the  uterus  and 
how  we  should  treat  them.  Tr.  Wisconsin 
M.  Soc.  T06.  — Hayes,  T.  C.  Uterus  and 
appendages  which  were  connected  by  adhe- 
sions, in  several  places,  to  the  large  intes- 
tines. Tr.  Obst.  Soc.  Lond.  1876.  XVII. 
45. — Herman,  G.  E.  Abscess  appar- 
ently of  uterine  wall ;  discharge  through  um- 
bilicus; recovery.  Obst.  J.  Gr.  Brit.  Lond. 
V.  452.  —  He^vitt,  G.  Harveian  lec- 
tures on  the  mechanical  system  of  uterine 
pathologj'.  Lancet.  Lond.  1877.  II.  871, 
907,  945.  —  Hubert,  E.  Du  spasme  ute- 
rin.  J.  de  sc.  radd.  de  Louvain.  II.  113. — 
Uebman,  C.  De  la  medication  intra- 
uterine. Arch,  de  tocol.  Par.  IV.  207- 
221,  268-282.— Skene,  A.  J.  C.  The 
old  and  the  new  in  uterine  pathology  and 
therapeutics.  Proc.  M.  Soc.  County  Kings. 
Brooklyn.     II.     162-172. 
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UTERUS,  Extirpation  of.  See,  also. 
Abdominal  Section ;  Cesarean  Sec- 
tion ;  Uterus,  Inversion  of. 

Adradas,  I..  An.  de  cien.  med.  Ma- 
drid.   II.    385,440. — Buscliiuaim,  F. 

B.  +.  Grosses  Fibroin  des  Uterus und 

beider  Ovarien.  Heilung  (operation  von 
Dr  T.  Billroth).  Wien.  raed.  Wchnschr. 
XXVII.  994-— Didier,  A.  +  ....  et 
des  deux  ovaires  dans  un  cas  de  fibrome  ute- 
rin  tres-douloureux  et  d'un  enorme  volume. 
Rev.  de  iherap.  m(5d.-chir.     Par.     XLIV. 

629,  650.  —  Hegar,  A.    und  der  Eier- 

stocke  durch  die  Laparotomie.  Wien.  med. 
Presse.    XVIII.    449,481,513,547.  —  Ko- 

clier.     + wegen  Fibrokystoma  Uteri 

mit  gliicklichem  Ausgang.  Cor.-Bl.  f. 
schweiz.  Aerzte.  Berne.  VII.  693. — Ma- 
cau,   A.    V.     4-    chronic    inversion 

caused  by  a  fibroid  tumour.  Obst.  J.  Gr. 
Brit.  Land.  V.  611. — Nerazzini,  C 
Araputazione  utero-ovarica  come  comple- 
mento  del  taglio  cesarea.  Comment,  clin. 
di  Pisa.  I.  17. — Noeggeratli,  E.  N. 
York  M.  J.  XXyi.  65.  —  Noeggerath, 
E.  New  operation  for  ... .  with  its  perito- 
neal envelope,  through  the  vagina,  for  carci- 
noma. Am.  J.  Obst.  N.  Y.  X.  105.  — 
OterOj  R.  Memoria  sobre  la  ablacion  de 
la  matnz  que  aproposto  de  un  caso  pritico 
terminado  con  exito.  Madrid.  8°  1877. 
Issued  with  G^nio  m^d.-quir.  Madrid. 
XXI 1 1.  [Reprint  from  Cadiz  edit,  of  1853.] 
—  Pean.  Tumeur  presentant  tous  les  ca- 
ractferes  des  kystes  de  I'ovaire ;  operation  ;  ex- 
amen  anat.-pathol.  Mouvement  med.  Par. 
XV.  194.  —  Thornton,  J.  K.  +  of 
large  fibroid  uterus,  with  outgrowths,  and  of 
both  ovaries,  recovery.  Med.  Times  &  Gaz. 
Land.  1877.  I.  359.  Also,  Proc.  M.  Soc. 
Lo»d.  1875-77.  Ill-  '58. — Trenliolme, 

E.  H.     -j- for  a  fibroid  tumor.     Am. 

J.  Obst.  N.  V.  X.  452-  — Waitz,  H. 
-|-.  Enormes  Myo-Fibrom  des  Uterus. 
Hysterotomie,  Tod.  Arch.  f.  klin.  Chir. 
Berl.  XXI.  642. — Une  nouvelle  opera- 
tion de  gastrotomie.     Courrier  med.     Par. 

XXVII.    92. 1-    N.York  M.J.    XXV. 

635. 

UTERUS,  Flexions  of.  See,  also, 
Metrorrhagia;  Pessaries;  Preg- 
nancy, Complications  of. 

Chenet.  *  De  rincurvation  ute- 
rine et  de  I'engorgement  uterin. 
Paris.     80  pp.     8°     1877. 

GouTCHAROFF,  C.  *  Contribution 
a  I'etude  des  flexions  uterines  au 
point  de  vue  de  leur  traitement. 
Farts.     80  pp.     8°     1877. 

Braltliwaite,  J.  On  a  new  mode  of 
treating  certaia  cases  of  retroflexion  of  the 
unimpregnated  uterus  [and  Discussion]. 
Obst.  J.  Gr.  Brit.  Lotid.  V.  192.— Coop- 
er, G.  F.  +.  Retroflexion.  Tr.  Georgia 
M.  Ass.  Atlanta.  XXVIII.  76. —  Em- 
met,  T.  A.  De  I'^tiologie  des  flexions 
uterines  et  de  leur  mode  de  traitement  [tra- 
duit  par  le  Dr.  de  Soyre].  Arch,  de  tocol. 
Par.  IV.  465-478,591-609. — Emmet, 
T.  A.  The  etiology  of  uterine  flexures, 
with  the  proper  mode  of  treatment  indicated. 
Tr.  Am.  Gynec.  Soc.  Boston.  1876.  I. 
48-90.  —  Goelt,  A,  H.    A  recent  treat- 


ment for  irreducible  retroflexion  of  the  ute- 
rus. South.  M.  Rec.  Atlanta.  VII.  57.— 
Hanks,  H.  T.  A  new  method  of  opera- 
tion for  the  cure  of  anteflexion,  and  the  re- 
lief of  its  accompanying  dysmenorrhcea ; 
with  remarks,  and  a  tabulated  report  of 
thirty-seven  cases.  Tr.  M.  Soc.  N.  Y. 
9S-112.  —  Hewitt,  G.  Remarks  on  ab- 
normal softness  of  the  nulliparous  uterus 
as  a  factor  in  the  etiology  of  uterine  distor- 
tions and  as  a  cause  of  impairment  of  power 
of  locomotion.  Brit.  M.  J.  Loud.  1877. 
II.  613. -— Holland,  E.  Retroflexion 
of  the  virgin  uterus,  with  severe  and  acute 
symptoms,  in  a  girl  aged  14.  Brit.  M.  J. 
Lond.    1877.    I.    739. — Buge,  C.     -f- + 

Retroflexio    Uteri  bei    Neugebornen. 

Ztschr.  f.  Geburtsh.  u.  Gynak.  Stuitg. 
II.  24. — Sidky,  M.  De  la  retroflexion 
de  I'utdrus,  ses  moyens  de  diagnostic,  son 
traitement.  Montpellier  m^d.  XXXIX. 
193-211. 

UTERUS,  Hemorrhage  from.  See, 
also.  Hemorrhage,  Ante  Partum, 
Post  Partum  ;  Labor,  Premature, 
Induction  of;  Metrorrhagia. 

UTERUS,  Inflammation  of.  See,  also. 
Metritis ;  Puerperal  Diseases, 
Metritis,  Pyemia  ;  Uterus,  Cervix, 
Diseases  of;  Uterus,  Cervix,  Ul- 
cer of, 

Pechey,  M.  E.  *  Upon  the  con- 
stitutional causes  of  uterine  catarrh, 
with  notes  of  personal  observation. 
Ber7i.     8°     1877. 

Caspar!.  Oxalsaures  Kali  bei  Metritis. 
Deutsche  med.  Wchnschr.    Berl.  III.  419. 

—  Chalmers,  T.  -)-.  Chronic  corporal 
endometritis.    Maryland  M.  J.  Bait.   I.  231. 

—  Einucane,  T.  D.  Erysipelatous  me^ 
tritis.  Obst.  J.  Gr.  Brit.  Lond.  V.  343. 
^/^(7,  Dublin  J.  M.  Sc  3  s.     LXIII.    375- 

—  Franco,  C.  Metrite  parenchymatosa 
com  endurecimento  fibrose,  c»rada  pela  cau- 
terisagao  do  collo  uterino  por  meio  do  ap- 
parelho  de  Paquelin.  Progresso  med.,  Rio  de 
Janeiro.  1876-77.  I.  441. — Gixerin,  A. 
De  la  metrite  interne  (endometrie,  metrite 
muqueuse  ou  catarrhale).  Arch,  de  tocol. 
Par.  IV.  406-430.  —  L.ewy,  H.  -\-  En- 
dometritis decidua  polypKjsa.  Ztschr.  f.  Ge- 
burtsh. u.  Gynak.  Stuttg.  I.  22. — Iiieb- 
man,  C.  +  4-  Endometrite  cronica.  Re- 
soc.  san.  d.  Osp.  civ.  di  Trieste.  1876.  II. 
201.  —  Mewis.  Ulcus  Commissurae  pos- 
terioris.  Endometritis.  Morbus  Basedowii. 
Angina.  Struma  parenchymatosa.  Com- 
pression der  Trachea.  Glottisoedem.  Ery- 
sipelas bullosum.  Tod.  am  10  Tage.  Ber. 
a.  d.  k.  sachs.  Entbind.-Inst.  in  Dres- 
den. Leipz.  1876.  II.  107. — Mewis. 
Endometritis.  Milztumor.  Phlebothrom- 
bose.  Embolia  Arter.  pulm.  Tod.  am 
13  Tage.  Ber.  a.  d.  k.  sachs.  Entbind.- 
Inst.  in  Dresden.  Leipz.  1S76.  II.  105. 
Noeggeratli.  -\-  recurrent  metritis,  fol- 
lowed by  neuralgia,  successfully  treated  by 
salicylic  acid.  Am.  J.  Obst.  N.  Y.  X. 
672.  — Bedondo,  S.  P.  Metritis  paren- 
quimatosa  puerperal.  G^nio  mt5d.-quir. 
Madrid.  XXIII.  283.  —  Riemann,  F. 
Endometritis  catarrhalis.  —  Typhlitis  et  Per- 
ityphlitis  stercoralis.     Heilung.  Med.-chir. 
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Central- Bl.     Wien.    XII.   580.  — Torres, 

G.  Metritis  parenquimatosa  cronica.  Ven- 
tajas  de  la  tintura  de  iodo  y  del  nitrato  de 
plata  en  el  tratamiento  del  periodo  de  indu- 
racion.  An.  Soc.  ginec.  espan.  Madrid. 
III.  33-45.  — White,  J.  M.  Metritis 
treated  by  fluid  extract  of  ergot,  with  good 
results.  Med.  &  Surg.  Reporter.  Pliila. 
XXXyi.  555.  — Whyte,  W.  F.  En- 
docervicitis  with  conical  cervix,  causing  dys- 
menorrhoea  and  sterility,  relieved  by  the  use 
of  sponge  tents.  Tr.  Wisconsin  M.  Soc. 
141.  —  Woodward,  A.  T.  Endometri- 
tis. Tr.  M.  Soc.  Vermont.  1874-76.  St. 
Albans.  1877.  437-451. 
UTERUS,  Inversion  of.  See,  also. 
Uterus,  Extirpation  of;  Uterus, 
Polyp  of 

Abbot.  +.  . . .  death  from  hemorrhage. 
Boston  M.  &  S.  J.  XCVI.  649.  —  Blalie, 
J.  G.  -f.  Boston  M.  &  S.  J.  XCVII. 
2 IT.  — Craig,  J.  +■  •  ■  •  partial.  Tr.  M. 
Soc.  N.  Jersey.  210.  —  Dibarder  (tils). 
-f-  . . . .  redressement  par  la  grossesse.  Ann. 
de  gynec.  Par.  VII.  50.  —  Dow,  T.  C. 
-)-•■••  caused  by  myofibroma  ....  removal 
of  fibroid,  and  reposition  of  uterus.  Am. 
M.  Bi-Weekly.     Louisville.     VII.     i6g. — 

Duncan,  J.  M.     -| — I- with  remarks 

on  the  operation  for  chronic  inversion. 
Obst.  J.  Gr.  Brit.  Land.  V.  4S-61.  Also, 
Edinb.  M.  J.  XXII.  769. —  Evans,  -f. 
Tr.  Minnesota  M.  Soc.  £13.  —  Geissel, 
K.  •\-.  Reposition.  Heilung.  Deutsche 
med.  Wchnschr.  j5?r/.  II.  538. — Gervis, 
F.  H.  -f-.  Tr.  Obst.  Soc.  Lond.  1876. 
XVII.  278.  — Godson,  C.  + -|-.  Obst. 
J.  Gr.  Brit.     Lond.     ly.     811.  —  Gra,S9i, 

E.  -(-....  di  riduzione  spontanea  di  ro- 
vesciamento  uterino.  Sperimentale.  Fir- 
enze.  XL.  13. — Hawes,  W.  A.  -|-. 
Virginia  M.  Monthly.  Richmond.  IV. 
47.  —  luiciaga,  M.  E.  Arch,  de  la  cirug. 
Barcel.  I.  205.  —  Maberley,  W.  H. -j-. 
Obst.   J.    Gr.    Brit.      Lond.      IV.     813.  — 

Magnieu.     -f- reduite    aprfes  q^uatre 

mois.  Ann.  soc.  de  mdd.  de  St.-Etienne 
et  de  la  Loire.  1876.  VII.  62.— Mc- 
Kenzie,  W.  K.  -f .  Month.  J.  South. 
111.  M.  Ass.  Cairo.  I.  17.  —  Molinier. 
Observations  et  rt5flections.     Rev.    m^d.   de 

Toulouse.     XL  257. — Nyrop,  F.  + 

af  kronisk  Inversio  uteri ;  amputation  ;  Hel- 
bredelse.  Gynaek.  og  Obst.  Meddelelser. 
Kjoboihavn.     I.      9S-126. — Reeve,   J. 

C«  + acute.     Am.  Pract.     Louisville. 

XVI.  84.  — Smith,  H.  -f.  Obst.  J. 
Gr.  Brit.     Lond.     IV.   812.  —  Stephens, 

Li.  C.  -f- Spontaneous  reduction.    Obst. 

J.  Gr.  Brit.     Am.  Suppl.     Phila.     V.     49. 

—  Wells,  S.  -f-  Chronic ;  amputation 

by  Paquelin's  cautery;  recovery.  Brit.  M. 
J.     Lond.     1877.     II.    694.  — White,  J. 

F.  Chronic.  Tr.  Internat.  M.Cong.  Phila. 

1876.     873-8S9.— Wilson,  W.  A 

treatment   of    chronic Glasgow   M.   J. 

IX.  356.  — Wilson,  W.  A.  +  of  six- 
teen months'  duration,  successfully  treated 
by  operation.    Lancet.  Lond.   1877.  !•  9°7- 

UTERUS,  Involution  of.  See,  also, 
Uterus,  Cancer  of;  Uterus,  Tu- 
mors of. 

Chenet,  R.  p.  B.  *  De  Tin  volu- 
tion uterine  et  de  I'engorgement 
uterin.     Paris.    8°    1877. 


Brovrne,  B.  B.  Subinvolution.  Rich- 
mond &  Louisville  M.  J.  XXIII.  525. — 
Sinclair.  +  superinvolution.  Boston 
M.  &  S.  J.  XCVII.  420.  —  Sin^ty  de. 
Etude  histologique  sur  la  cavite  uterine  aprfes 
la  parturition.  Arch,  dc  phys.  norm,  et 
path.  Par.  2  s.  III.  342-352. —  Thomas, 
T.  G.  -|-  with  prolapsus  of  the  uterus  and 
vagina.    Boston  M.  &  S.  J.    XCVII.    568. 

W^addell,    T and   its    relations  to 

chronic  uterine  disease.  Toledo  M.  &  S. 
J.     I.    289. 

UTERUS,  Occlusion  of  See,  also, 
Hystero-neuroses  ;  Menstruation, 
Anomalies  of. 

Chadwick.  +.  Cauterization.  Boston 
M.  &  S.  J.  XCVII.  422.  — ElUnnd. 
F.  Sur  les  retr^cissements  du  canal  de  I'ute- 
rus  et  de  ses  orifices.  Ann.  de  gynec  VII. 
154.  —  Lohlein,  H.  Zur  Lenre  von  der 
Conglutinatio  Orificii  Uteri  externi.  Ztschr. 
f.  Geburtsh.  u.  Gynak.     Stutig.    I.     373.  — 

Matteosian.      -\-  -\- de  I'orifice  ex- 

terne  du  museau  de  tanche,  gu^rison  par  in- 
cision et  au  moycn  d'une  canule  en  ivoire. 
Gaz.  med.  d'  Orient.  Cotistantinople.  XX. 
133-  —  Wallace,  J.  Excessive  cauteriza- 
tion of  the  cervix  uteri  as  a  cause  of  pain- 
ful cicatrices,  atresia,  and  loss  of  sexual 
desire.    Brit.  M.  J.    Lond.   1877.  II.  472. 

UTERUS,  Polyps  of  See,  also.  Ute- 
rus, Tumors  of. 

GoTTSCHALK,  R.  *  Uber  fibrose 
Polypen  des  Uterus.  Greifswald. 
8°     1877. 

GuiLLEMONT.  *  Des  polypes  ute- 
rins  a  apparition  intermittente.  Paris. 
50  pp.     8°     1877. 

Borner.  Zur  Theorie  der  fibrbsen  Po- 
lypen des  Uterus.  Mitth.  d.  Ver.  d.  Aerzte 
in  Steiermark.    Graz.    XIII.    Pt.  II.     31. 

—  Boyd,  J.  P.  Glandular  polypi  of  the 
neck  of  the  uterus.  Arch.  Clin.  Surg.  N. 
Y.  II.  115.  —  Carvallo y Gutierrez, 
N.  Polipo  uterino.  Extirpacion  por  el 
^craseur  de  Monsieur  Chassaignac.  Cr6n. 
med.-quir.  de  la  Habana.  1876.  II.  41. — 
Churchill,  F.  -f  -f.  Obst.  J.  Gr.  Brit. 
Lond.  V.  618. — Cortejarena,  F.  -f- 
Expulsion  espontanea.  Progr^so  med.  Ma- 
drid. II.  249.  Also,  Siglo  m^d.  Ma- 
drid. XXIV.  421. — Denham,  J.  Spec- 
imen of  extra-uterine  polypus.  Dublin  J. 
M.  Sc.  3  s.  LXIII.  373.  — Ferrer,  J. 
-f-  del  cuello  de  la  matriz  de  tres  Hbras  de 
peso.  Progreso  m^d.  Madrid.  II.  263. 
/i /jo,  Genio  med.-quir.  Madrid.  XXIII. 
416.  —  Hue,  tJ.  Note  sur  I'ablation  des 
polypes  fibreu.>c  implant&  dans  le  corps  de 
I'ut^rus.     Ann.  degynec.    Par.    VIII.    81. 

—  L.archer,  O.  -j- fibreux  i  appari- 
tions intermittentes.  Bull.  Acad.  roy.  de 
m^d.  de  Belg.  Brux.  3  s.  XI.  422.  Rap- 
port sur  ib.  334.  —  Liowenstamm. 

submucosi  Uteri.   Med.-chir.  Central. - 

PI  IVien.  XII.  232.— Minutelli,  A. 
+  fibrinosi  nella  cavita  uterina.  Salute. 
Genova.  III.  99.  —  Murphy,  P.  J. 
-|-.  Fibrous.  Tr.  M.  Soc.  Dist.  Columb. 
I V.  24.  —  Simpson.  -(-  ....  fibro-myo- 
ma.  Edinb.  M.  J.  XXIIL  265.— Siiss- 
dorff,  G.  E.  A  contribution  to  the  dif- 
ferential diagnosis  between  hollow  uterine 
polypus  and  complete  inversion  of  the  ute- 
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rus.  Am.  J.  Obst.  N.  Y.  X.  545-558.  — 
Thlry.  -f-  i  ajjparitions  intermittentes 
....  Extirpation  e't  giierison.  Presse  raed. 
belg.  Brux.  XXIX.  31s.  Also,  J.  de 
med.    Brux.    LXV.    24.  —  Tliomas.    +. 

....   Fibrous simulating  inversion.  Am. 

J.  Obst.  N.y.  X.  266.  — Ygoniii.  Ob- 
servation  d'un  polype  fibreux  d^velopp^  dans 
I'int^rieur  de  I'uterus.  Lyon  med.  XXVI. 
445- 

CTTEKUS,    Pregnant.     See  Uterus, 
Pregnancy  of. 

DTERUS,  Prolapse  of.  See,  also,  Ute- 
rus, Involution  of. 

Dard,  a.  *  Du  traitement  de  la 
procidence  uterine  par  les  operations 
chirurgicales.  Paris.  102  pp.  8° 
1877. 

Cordes,  A.  +  +.  Tr.  Obst.  Soc. 
Lond.  1876.  XVII.  63. — Despres,  A. 
La  chirurgie  journalifere.  Par.  8"  467- 
493.— Dodge,  L,.  P.  +.  Tr.  Minne- 
sota M.  Soc.  St.  Paul.  1876.  92-104.  — 
Duncan,  J.  M.  +  procidentia.  Edinb. 
M.  J.  XXIII.  25.  — Duncan,  J.  M. 
Med.  Exam.  Lond.  1877.  II.  997. — 
Egli-Sinclair.     Ueber  die  operative  Be- 

handlung  des Cor.-Bl.    f.    schweiz. 

Aerzte.  Basel.  VII.  511.  — Goodell, 
W from  elongation  of  the  supra-vagi- 
nal portion  of  the  cervix.  Med.  &  Surg. 
Reporter.  Phila.  XXXVI.  i.— Kal- 
tenbacli,  K.  Beitrag  zur  Anatomie  und 
Genese  des  Uterusprolapses  nebst  Bemer- 
kungen  uber  Function  der  Abdominalhohle 
von  Scheidengewolbe  aus.  Ztschr.  f.  Ge- 
burtsh.  u.  Gynak.  Stuttgart.  I.  452. — 
Kroesen.  -)-  of  the  vagina  and  uterus. 
Atlanta  M.  &  S.  J.  XV.  340.  —  tef ort, 
Li.  Nouveau  proc^d^  pour  la  gu^rison  du 
....  Bull,  et  m^m.  Soc.  de  chir.  Par. 
N.  s.  II.  132.  .i4/io,  Bull.  gen.  de  therap. 
Par.     XCII.     337-— RokltansUy,  K. 

v.,  Jr und  der  Scheide.    Wien.  med. 

Presse.  XVIII.  144.— Tauffer,  V.  A 
hiively-es  mehelbeses  letrejoveteli  modja ;  a 
prophylaxis  ^s  namely  a  Kezelesre  vonatko- 
z6  megjegyzesek.  Orvosi  hetil.  Budapest. 
XXI.  377-381.— Tauffer,  W.  Entste- 
hungsweise  und  kurze  Andeutungen  betreffs 
der  Prophylaxis  und  Therapie  des  Scheiden- 
und  Gebarmutter-vorfalles.  Deutsche  med. 
Wchnschr.  Berl.  III.  253,267,280,292. 
—  Thomas,  T.  G.  +  -f.  Procidentia. 
Med.  Rec.  N.Y.  XII.  802.  — Veit,  J. 
Klinische  Untersuchungen  iiber  den  Vorfall 
der  Scheide  und  der  Gebarmutter.  Ztschr. 
f.  Geburtsh.  u.  Gynak.  Stuttg.  I.  144- 
172.  — Veit,  J.  -f-|-.  Ztschr.  f.  Geburtsh. 
u.  Gynak.     Stuttg.     II.     122. 

UTER.US,  Procidentia  of.     See  Ute- 
rus. Prolapse  of. 
UTERUS,  Versions    of.      See,   also, 
Gastrotomy  ;  Uterus,  Flexions  of ; 
Sterility ;  Pessaries. 

De  Chammard,  A.  De  la  retro- 
version et  de  la  retroflexion  de  I'ute- 
rus, deleurs  traitements.  Paris.  8° 
1876. 

Lacroix.  fitude  sur  les  devia- 
tions de  I'uterus  a  I'etat  de  vacuite. 
Paris.    8° 


Abeille.  Anteversion  ancienne,  —  st^ril- 
it^  apres  sept  ans  de  mariage,  —  col  conique 
avec  atresie  du  meat, —  dysmenorrhee  de- 
puis  I'instauration.  Phi^nomiiies  morbides 
locaux  et  generaux.  Double  operation  par 
la  t^notomie  utero-vaginale  ignee,  i  huit 
jours  de  distance,  d'abord  de  I'anteversion, 
puis  de  I'atr^sie  du  m^at  cervicale ;  mal- 
formation congenitale.  Gu^rison  des  deux 
affections,  constat^e  d^finitivement  un  au 
aprfes  les  operations.  Rev.  med.  franj.  et 
Strang.  Par.  W.  747.  —  Abeille.  Re- 
troversion ancienne  avec  leger  prolapsus, 
operation  par  la  t^notomie  ut^ro-vaginale 
ign^e ;  guerison.  Rev.  de  th^rap.  med.-chir. 
Par.  XLIV.  404. — Amann.  Ueber 
die  mechanische  Behandlung  der  Versionen 
und  Flexionen  des  Uterus  (Discussion). 
Arch.  f.  Gynsek.  Berl.  XII.  319-331- 
Also,  Allg.  wien.  med.  Ztg.  XXII.  379. 
—  Benicke,  F.  Besprechung  der  neueren 
Arbeiten  iiber  die  Versionen  uxid  Flexionen 
des  Uterus.  Ztschr.  f.  Geburtsh.  u.  Gynak 
Stuttg.  I.  197-221.  —  Bernutz.  Des 
deviations  de  I'uterus.  Rev.  de  therap. 
m^d.-chir.    Par.    XLIV.     29. — Berrut. 

De  la  retroversion Revue  de  therap. 

mi^d.-chir.  Par.  XLIV.  318,  348,  374, 
377.  — Browne,  B.  B.  Diseases  of  the 
bladder  and  rectum  caused  by  displacements 
of  the  uterus.  Tr.  Med.  &  Chir.  Fac. 
Maryland.  176.  —  Campbell,  _  H.  F. 
Pneumatic  self-replacement  in  dislocation 
of  the  gravid  and  non-gravid  uterus.  Tr. 
Am.  Gynec.  Soc.  Boston.  1876.  I.  198- 
245.  —  Cleveland,  C  -(- compli- 
cated by  adhesions  and  prolapse  of  the  left 
ovary.  Am.  J.  Obst.  N.  Y.  X.  107. — 
Grenser,  P.  Die  Riickwartslagerungen 
des  Uterus  bei  Jungfrauen  und  Nulliparen^ 
nebst  Bemerkungen  zur  Retroflexio  Uten 
congenita.  Jahresb.  d.  Gesellsch.  f.  Nat. 
u.  Heilk.  in  Dresd.  94.  Also.,  Arch.  f. 
Gyn«k.  Berl.  XI.  145-149.  —  Heul- 
liard  d'Arcy.  Renversement  complet. 
....  L'Abeille  med.  Par.  XXXIV.  153.— 
Marshall,  "W.  S.  Anteversion.  Month. 
J.  South.  111.  M.  Ass.  Cairo.  I.  65.— 
Vanderveer,  J.  K.  Flexions  and  ver- 
sions of  the  non-gravid  uterus.  Proc.  M. 
Soc.  County  Kings.  Brooklyn.  II.  84- 
102. 

UTERUS,  Version  of,  in  Preg- 
nancy. See,  also,  Bladder,  Dis- 
eases of. 

Bernutz Rev.  de  thi^rap.  med.- 
chir.    Par.   XLIV.    57. — Bjornstrom, 

F.  Ett  fall  af  retroversio  et  retroflexio 
uteri  gravidi  4  ganger  reponerad  ;  lyckligut. 
gang.  Upsala  lakaref.  Forh.  :S76.  XII- 
112. — Bouque,  E.  -f-.  Quelques  reflex- 
ions sur  la  marche,  le  prognostic  et  le  traite- 
ment de  cette  affection.  J.  d.  sc.  mdd.  de 
Louvain.  II.  236,  298. —  Charles,  N. 
J.  d.  med.  chir.  et  pharmacol.    Brux. 

1876.  LXIII.     35,  126,  209,  294,  389,  477. 

1877.  LXIV.  146,  222,  328,  432,  531. 
LXV.  28,  132,  235,  317,  425,  522.  1878. 
LXVI.      43,   126,  259.  —  Fundenberg, 

G.  B.  Retroversion  and  impaction  of  the 
gravid  uterus,  complicated  with  cancer,  the 
pregnancy  continuing  to  term.  Am.  J. 
Obst.  N.  }'.  X.  462.  — Massart,  E. 
-)-  k  trois  mois  et  demi  de  grossesse.  Reduo 
tion.  Accouchement  ii  terme.  J.  d.  sages 
femmes.     Par.   V.  340.   .<^/i<),  Mouvement 
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m^d.    Par.    XV.    399.  —  Ogterioh,  P. 

K im  IV.  Monat,  dififuse  Peritonitis. 

Reposition,  2  Stunden  darauf  Geburt  des 
Fotus.  Tod.  6  Stunden  nach  derselbeii. 
Blasen-  und  Scheiden-geschwure.  Ber.  a. 
d.  k.  sachs.  Entbind.-Inst.  in  Dresden. 
Leipz.  1876.  II.  75.  —  Pilat.  Devel- 
oppement  sacciforme  de  la  parol  posteri- 
eure  de  I'ut^rus ;  deviation  du  col  de  cet  or- 
gane  en  avant;  difficult^  dans  I'extraction 
du  foetus,  craniotomie,  gut^rison  de  la  femme. 
Ann.  de  gyn^c.  Par.  VIII.  449.  —  Roch- 
ester, T.  F.  +;  treatment  by  puncture; 
recovery.     Tr.  Internat.  M.  Cong.     Phila. 

1876.      890.  —  Stern.scliuss,    H.  + 

beginnende  Incarcerations-Erscheinungen ; 
Reposition  mit  giinsligem  Erfolge.  Med.- 
chir.   Central-Bl.      IVien.     XII.      86. 

UTERUS,    Rupture   of.       See,   also, 
Labor,  Complicated  with  Tumors. 

Dow,  T.  C    + at  the  posterior  ute- 

ro-vaginal  junction.  Caesarean  section  ;  pa- 
tient survives  6  days :  death  from  protracted 
shock.  Virginia  M.  Monthly.  Richmond. 
IV.  442.  —  Everts.  +  .  . . .  arm  presen- 
tation. Tr.  Minnesota  M.  Soc.  83. — Ful- 
ton. -|-.  Austral.  M.  J.  Melbourne. 
XXII.  169,  200.  —  Goodell,  W.  +.  Am. 
J.  Obst.  N.  Y.  X.  478.  —  Hanks,  H. 
T.  -f .  Am.  J.  Obst,  A^.  F.  X.  271.— 
Jenkins,  G.  F.  -(-  and  vagina,  with  re- 
covery. Med.  &  Surg.  Reporter.  Phila. 
XXXVI.  260.  —  Jerzykowskl,  S.  +. 
Gaz.  lekarska.     Warszawa.     1876.     XXI. 

289.  —  Ijelimann,  L..  -f- spontanea. 

Extractio  manualis  eener  voldragen  doode 
vrucht  uit  de  buikholte.  Genezing.  Nederl. 
Tijdsch.  v.  Geneesk.  Amsterdam.  XXIX. 
425. — Leigh,  R.  +....  without  symp- 
toms. Lancet.  Land.  1S77.  II.  8. — 
Macdouald,  A.  On  the  nature  and 
mechanism  of  spontaneous  rupture  of  the 
uterus  in  its  cervical  position.  Edinb.  M. 
J.  XXIII.  193-208. —Martel.  D^- 
chirure  du  cul-de-sac  ant^rieur  du  vagin  et 
de  la  partie  inferieure  du  corps  de  I'uterus  ; 
p^ritonite,  mort.  Arch,  de  tocol.  Par.  IV. 
438.  —O'Connor,  D.  C,  Jr.  +.  Dub- 
linj.  M.  Sc.  3  s.  LXIII.  393. —Rose, 
J.  M.  Four  successive  ruptures  of  the 
uterus  in  the  same  patient,  with  favorable 
termination.  Chicago  M.  J.  &  Exam. 
XXXV.  137.  — Smith,  A.  H.  +... 
by  Molesworth's  dilator.  Am.  J.  Obst. 
N.  Y.  X.  346-  —  Stephen,  L,.  C.  +  and 
escape  of  contents  into  the  peritoneal  sac. 
Med.  &  Surg.  Reporter.  Phila.  XXXVI. 
407.  —  Storrs,  M.  -j-  Gastrotomy  .... 
Proc.  Connecticut  M.  Soc.  Hartford.  5S. 
—  Thomas.  -|-  ....  supposed  with  fatal 
hemorrhage  into  the  abdominal  cavity. 
Am.  J.  Obst.    N.  Y.  X.  66S.  —  Walker, 

T.  F.  + Transverse.     Tr.  Georgia  M. 

Ass.  Atlanta.  XXVIII.  70.  —  Extrac- 
tion de  I'enfant  par  la  gastrotomie,  guerison 
de  la  mere.  Gaz.  hebd.  de  med.  Par.  2  s. 
XIV.     20S. 

UTERUS,  Sarcoma  of.     See  Uterus, 
Cancer  of ;  Uterus,  Tumors  of. 

Beermann,  O.  *  Ueber  Sarkoma 
Uteri.    8°     Gottitii^en.     1S76. 

Clay.   J.     Clinical   remarks   on   diffuse 
....     Lancet.     Land.     1877.     5,47. 

UTERUS,  Syphilis  of. 

De  Fourcault,  J.     *  £tude  sur 


I'hypertrophie  exulcerative  du  col 
de  I'uterus  dans  la  syphilis  secon- 
daire.     8°     90  pp.     Paris.     1877. 

Aline-Martin.  Hypertrophic  exulce- 
rative syphilitique  du  col  de  I'uterus.  Ann. 
de  gynec.  Par.     VIII.     321. 

UTERUS,  Tuberculosis  of. 

Breus,  K.  Ueber  akute  Tuberculose 
des  Uterus.  Wien.  med.  Wchnschr.  XXVII. 
1064.  —  Homolle.  Tuberculose  pulmo- 
naire  et  peritoneale  ;  perihepatite  chronique ; 
tuberculose  genito-urinaire  (de  I'uterus  des 
trompes,  du  col  et  du  vagin).  Progres  m^d 
Par.     V.     592. 

UTERUS,  Tumors  o£  See,  also. 
Broad  Ligament ;  Calculus,  Ute- 
rine ;  Labor,  Complicated  with 
Tumors  ;  Laparotomy  ;  Ovary, 
Cysts  of;  Sarcoma,  Retro-ute- 
rine ;  Uterus,  Extirpation  of; 
Uterus,  Inversion  of ;  Uterus, 
Polyps  of;  Vagina,  Abnormities 
of. 

MiCHELS,  L.      Die   Fibromyome 
des  Uterus.     Stuttgart.    8°    61   pp. 
1S77. 
Anderson,  J.  A.     Disappearance  of 

under  the  use  of  ergot.     Am.  J.  Obst. 

A^.    y.    X.    470.— Atiee,  W.  L,.    The 

treatment  of Tr.   Internat.  M.  Cong. 

Phila.    1876.    808-826.  —  Attliill,  L,.    4- 

intra-mural   ....    enucleation.       Med. 

Press^     Loud.      N.   s.      XXIII.      298.— 

Barao  do  Lavradlo.  -|- da  cavi- 

dade  uterina  expulso  espontaneamente  ;  ob- 
servagao.  Progresso.  med.  Rio  de  Ian. 
1S76-77.  I.  8-18.  — Barnes,  R.  A  clin- 
ical study  of  retro-uterine  tumours.  St. 
George's  Hosp.  Rep.  Land.  VII I.  57-; 
98.  —  Bona,  G.  B.  Esportazione  di 
voluminoso  fibroma  utero-vaginale.  Indi- 
pendente.  Torijio.  XXVIII.  132,  145. 
—  BroTvne,  B.  B.  +  causing  eclamp- 
sia ;  with  remarks  on  uterine  fibroids  m 
general,  and  on  the  causes  of  puerperal 
and  non-puerperal  eclampsia.  Am.  J.  Obst. 
N.  Y.  X.  38.  —  Byford,  W.  H.  The 
spontaneous  and  artificial  destruction  and 
expulsion  of  fibrous  tumors  of  the  uterus. 
Tr.  Am.  Gynec.  Soc.  Boston.  1876.  I. 
168-184.  — Byford,  W.  H.  -f  +...;;_  ex- 
pelled piecemeal  by  ergot.  Arch.  Clin. 
Surg.    N.  Y.     II.     64.  —  Champneys, 

F.    H.    -t- interstitial.      St.   Barthol. 

Hosp.   Rep.      Lond.      XIII.      109-123. — 

Cutter,  E.     Food  as  a  medicine  in 

Am.  J.  Obst.  N.  Y.  X.  562.  — Dug- 
uet.  -|- kystique,  d'un  volume  consid- 
erable, ayant  determine  une  thrombose  des 
veines  du  membre  inferieur  gauche,  suivie 
d'erabolles  pulmonaires  rapidement  mor- 
telles.  Gaz.  des  hop.  Par-  L.  1163. — 
Egeberg.  -f-.  Norsk.  Mag.  f.  Lajger. 
Christiania.  VII.  629.- Emmet,  T. 
A.  -|-  Removal by  traction,  wiili  re- 
marks. Am.  J.  Obst.  N.  Y.  X.  .24-7- 
Eugelmann,  F.  Beitrage  zur  Aetiologia 
der  Kibroide  des  Uterus.  Ztschr.  f.  Ge- 
burtsh.  u.  Gynak.     Stitttg.    I.    130. —En- 

gelmann Some   remarks  on  .... 

Edinb.  M.  J.  XXIII.  127.  —  Funk. 
Ueber  Enukleatlon  eines  Fibromyoms  au3 
dcni  Uterus  einer  Wochnerin.    Wien.  med. 
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Presse.  XVIII.  519.  ^/jtj  Anz.d.  k.  k.  Ge- 
sellsch.  d.  Aerzte  in  Wien.  1877.  105.  — 
rUrst.  Spontane  Ausstossung  eines  sub- 
mucbsen  Fibroids.  Arch.  f.  Gynjek.  Berl. 
XI.  393.  —  Gallopain,  C.  Corpsfibreux 
de  I'uterus.  Bull.  Soc.  anat.  de  Par.  4  s. 
1877.  II.  598. — Geissel,  K.  Submu- 
coses;  bedeutende  Riickbildung  nach  sub- 
cutanen  Ergotininjectionen.  Deutsche  med. 
Wchnschr.  Berl.  III.  528.  —  Goodell, 
W.  +.  . .  remoyed  by  tractions  from  the 
uterus.  Am.  J.  Obst.  A^.  Y.  X.  123.— 
GrlffltlljG.  de  G.  Novel  method  of  re- 
moval of  intra-uterine  musculo-fibrous  tu- 
mour.    Obst.  J.  Gr.  Brit.     Loud.    IV.  734. 

—  Hicks,  J.  B.  Note  on  a  dissection  of 
a  uterus  pregnant  about  three  and  a  half 
months,  the  placenta  being  prjevia,  and  fi- 
broids extensively  developed  in  the  walls  of 
the  uterus.  Tr.  Obst.  Soc.  Lond.  1876. 
XVII.  298.  —  Kurz,  E.  Zur  Metamor- 
phose  der Deutsche  Ztschr.  f.  prakt. 

Med.  Leipz.  258.  —  Lolilein,  H.  Ueber 
spontane  RiiclTbildung  von  Fibromyomen 
nach  der  Entbindung.  Ztschr.  f.  Geburtsh. 
u.  Gynak.  Stutte.  I.  120. — ]L.ucas,  A. 
C.  Cellulo-fibrous  tumor,  involving  the  en- 
tire uterus  and  appendages.  Month.  J. 
South,    tils.    M.   Ass.      Cairo.      I.     67.— 

—  Martiney,  V.  + de  una  concre- 

cion  osea  de  la  matriz.  An.  Soc.  ginec.  es- 
paii.      Madrid.     III.     3.  — Mason,    R. 

O.     Spontaneous    expulsion  of Med. 

Rec.  N.Y.  XII.  218.  —  McCall,  W. 
-j — |-.  Tr.  Wisconsin  M.  Soc.  no. — 
Miles,  A.  J.  +  •  •  •  •  removed  by  avul- 
sion.    Am.  J.   Obst.     A^.    K     X.     505.— 

Minot,  F.     -f- enucleation  after  the 

internal  employment  of  ergot.  Boston  M. 
&S.J.  XCVII.  429.  —  Miinster.  Zur 
Behandlung  der  Uterusfibrome  mit  subcu- 
tanen  Ergotin-Injectionen.  Deutsche  med. 
Wchnschr.  Berl.  III.  160,172.  —  Mur- 
pliy,  P.  J.  Vascular  growth  of  uterus, 
and  discussion.     Tr.  M.  Soc.  Dist.  Columb. 

IV.   43.— Palmer,  C.  D.    Multiple 

Clinic.  Cincin.  XII.  255. — Palmer, 
C.  D.  Some  forms  of  uterine  and  abdom- 
inal enlargement.  Clinic.  Cincin.  XII. 
170.  —  Palmer,  C.  D.  Complicated  by 
tetanus.  Am.  J.  Obst.  A^.  1'.  X.  686.  — 
Pean.  +  operation,  recovery.  Lancet. 
Lond.     1877.     I-     459- — Poncet,  A.     -\- 

^norme.     Lyon  med.     XXV.    262.  — 

Poniklo,  S.  Przypadek  zropienia  wlo- 
kniakou  macicv.  Przegl.  lek.  Krakowie. 
XVI.  595.— Porter,  F.T.  +....  Ex- 
tra-uterine.   Dublin  J.  M.  Sc.    3  s.    LXIII. 

489.  —  Pozzi.   -f- Ablation.     Gaz.  des 

hop.     Par.     L.      963. — Kicher,   P.     + 

d'un  volume  enorme.     Bull.  Soc.  anat. 

de  Par.  4  s.  II.  302.  ^/io,  Progres  med. 
Par.  V.  610.  —  Kichet.  +  -f  . . . .  \ 
Evolution  rapide.  ficole  de  med.  Par. 
1876.    III.    4.  —  Koelirig,  A.    Zur  Aeti- 

ologie    der Berlin    klin.  Wchnschr. 

XIV.  433,  447,  492,  506.  —  RolcitansUy, 
K.  v.,  Jr.  ■\-  ....  des  Korpers  der  Ge- 
barmutter.  Wien.  med.  Presse.  XVIII. 
174. — Ro^va;!!.  +.  Austral.  M.  J.  Mel- 
bourne. XXil.  201. — Schroder,  C. 
Das  Adenom  des  Uterus.  Ztschr.  f.  Ge- 
burtsh. u.  Gynak.    Stuttg.    I.     i8g.    2  Taf. 

—  Seydel,  C.  ■\-  ..  ..  theilweiser  Geburt 
eines grossen  Fibromyoma  Uteri;  Abtragung 
des  gebornen  Tumors;  Heilung.  Deutsche 
Ztschr.  f.  prakt.  Med.  Leifiz.  270.  —  Sta- 
ples, F.    With  twin  pregnancy.    Tr.  Min- 


nesota M.  Soc.  Sg.  —  Staples,  F.  -j- 
....  fibro-cystoma.  Chicago  M.  J.  &  Exam. 
XXXIV.     97.  —  Siisserott,   J.  L.     +■ 

intramural  ....  resulting  in  ab.scess,  which 
effected  a  cure.  Phila.  M.  Times.  VII. 
171.  — Tevvksbury,  S.  H.  -}- de- 
generate ....  attempt  to  expel  itself  through 
the  wall  of  uterus  and  abdomen.  Proc. 
Maine  M.  Ass.  VI.  143.  —  Tliiede,  M. 
+  •  ■  •  ■  papillare  cartilagmescens  der  Portio 
vaginalis.  Ztschr.  f.  Geburtsh.  u.  Gynak. 
Stuttgart.  I.  460. -; Thomas,  T.  G. 
Description  of  a  new  instrument,  the  ser- 
rated scoop  for  the  detachment  of  sessile 
uterine  fibroids.  N.  York.  M.  J.  XXV. 
225.  Aha,  Am.  J.  Obst.  N.  Y.  X.  645. 
—  Thompson,  M.  H.  -|- Intra- 
mural. Chicago  M.  J.  &  Exam.  XXXV. 
151. — Tolaud,  H.  H.  +  ....  excision; 
recovery.  West.  Lancet.  San  Fran.  VI. 
257.  —  Tyrell,  G.  G.  + with  an  at- 
tempt at  spontaneous  enucleation.  Pacific 
M.  &  S.  J.  San  Fra7i.  XIX.  385.— 
Weeks,  -f"  complicating  pregnancy.  Bos- 
ton M.  &  S.  J.  XCVII.  626.— Winckel, 
F.  Exstirpation  eines  iiber  10  Kilogramm 
schwcren  retroperitonaealen  Fibroms  mit 
centralem  Sarcom,  drei  Wochen  nach  der 
fiinften  Entbindung  von  einem  lebenden 
Kinde.  Genesung.  Ber.  a.  d.  k.  sachs. 
Entbind.-Inst.  in  Dresden.  Leipz.  1876. 
II.  139. —Winckel,  F.  -f.  Submu- 
coses  Myoma  Fundi  Uteri.  Jahresb.  Ges- 
ellsch.   f.   Nat.  u.   Heilk.  in  Dresd.      1S76. 

51'.  — Worms,    J.     -j-    hydropique. 

Bull.  Soc.  clin.  de  Par.  1877.  118.  Also, 
France  m^d.  Par.  XXIV.  409.  Also, 
Art  med.  Brux.  XIII.  ig6,  220. 
VAGINA,  Abnormities  of.  See,  also. 
Genital  Organs,  Abnormities  of; 
Hematocele,  Vaginal ;  Hemato- 
metra  ;  Hymen  ;  Labor,  Compli- 
cated ;  Uterus,  Abnormities  of, 
Absence  of. 

Delaunay,  j.  V.  *  fitude  sur  le 
cloisoiinement  transversal  du  vagin 
complet  et  incomplet,  d'origine  con- 
genitale.  Paris,  pp.  130.  8°  1877. 
Atthlll,  li.  +.  Double with  sin- 
gle uterus.  Dublin  J.  M.  Sc.  3  3.  LXIV. 
165. — Bardwell,  E.  L.     -\-.     Complete 

operation  ;  cure.     Tr.  Georgia  M.  Ass. 

Atlanta.  XXVIII.  139.  —  Burt,  S.  S. 
+  single  uterus  with  double  vagina.  N. 
York.  M.  J.  XXV.  177.  —  Coleman, 
J.  S.  +  transverse  septum  of  the  vagina 
obstructing  delivery.  Am.  J.  Obst.  N.  Y. 
X.  459.  —  Cortejarena,  F.  Falta  de 
vagina,  operacion.  .Siglo  m>5d.  Madrid. 
XXIV.  421.  —  Cortejarena,  F.  Atre- 
sia completa  de  la  vagina  y  falto  de  matriz. 
Gran  polipo  fibroso  contenido  en  la  matriz; 
expolsion  espontdnea  e  inesperada.  An. 
Soc.  ginec  espan.  Madrid.  III.  53. — 
Goodell,  W.  Clinical  lecture  on  atresia 
vaginae.      Hosp.    Gaz.    N.   Y.      I.      35. — 

Hughes,  E.  W.     +.    Congenital 

Tr.  Mississippi  M.  Ass.  X.  147.  —  Lan- 
dis,  J.  C.  Remarks  upon  the  subject  of 
atresia  vaginae,  with  the  report  of  a  case. 
Nashville  J.  M.&S.  XX.  i.  —  Lente, 
F.  D.  Operation  for  atresia  of  the  vagina 
in  a  married  woman.  Am.  J.  (.)bst.  N.  Y. 
X.  85.— Le  Roy  de  Langeviniere. 
-j-  . . . .    Vice  de   conformation  du  vagin. 
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Obliteration  incomplete  du  vagin,  consti- 
tute par  une  cloison  transversale s'op- 

posant  i  la  sortie  de  I'enfant  lors  de  I'ac- 
couchement.  Annee  med.  Caen.  1876. 
I.  4.  —  Markleivicz,  S.  Zarosniecie  war- 
gowe  pochwy  niaciczny,  wrodzowe  (Atre- 
sia vaginjE  labialis  congenita).  Medycyna, 
Warszawa.  V.  650.  —  Maxwell,  T.  J. 
Atresia  vaginae  with  retention  of  the  menses. 
Chicago  M.J.  XXXV.  269.  — Mazzo- 
nl,  C  Atresia  artiticiale  della  vagina ;  per- 
itonite  cronica  consecutiva ;  escita  nello 
stesso  stato-  Clin.  chir.  n.  Univ.  di  Roma. 
1876.  in.  77.  —  Merloose,  H.  de. 
Bifidit^  et  cloisons  du  vagin.  Gaz.  obst. 
Par.     VI.     305.  —  Kiclimond,  J.  M. 

+.      Complete St.  Louis  M.  &  S.J. 

N.  s.  XIV.  169.  —  Sclilesiuger.  Ueber 
erworbene    Atresia  Vaginae.      Wien.  med. 

Presse.     XVIII.    303.  —  Spire.     +    

Obliteration  pendant  le  travail,  chez  une 
femme  enciente  pour  la  seconde  fois ;  in- 
cision de  I'obstacle.  Arch,  de  tocol.  Par. 
IV.  52.  —  "Villeneuve  (p^re).  Atresia 
cong^nitale  vulvo-vaginale,  compliquee  d'ab- 
sence  du  vagin  infeneur,  d'atresies  du  vagin 
sup^rieur,  de  I'uterus  et  des  trompes,  avec 
hematosalpinx,  hematomfetre  et  h^mato- 
posthe.  Nouvellemethodeoperatoire;  gud- 
rison.  Marseille  med.  1876.  XIII.  705- 
731. — "Watts,  R.  +  ....  double,  with 
single  uterus.  Am.  J.  Obst.  N.  Y.  X. 
279. — Wilcox,  Li.  S.  History  of  delivery 
in  a  case  of  double  vagina  and  bicornal  ute- 
rus. Proc.  Connecticut  M.  Soc.  Hartford. 
57- 

VAGINA,  Absence  of. 

Berger,  L.  +  angeborenem Wien. 

med.  Presse.  XVIII.  518.  — Corteja- 
rena,  F.  +  operacion.  Progr^so  med. 
Madrid.     II.     249. — Kokltansky.  K. 

v.,  Jr.     -f- und  rudimentarer  Bildung 

des  Uterus  (sog.  Uterus  bipartitus)bei  einer 
22  jahrigen  Frau.  Operation  zur  Herstel- 
lung  einer  Vagina.  Wien.  med.  Presse. 
XVIII.  751.— Rokitansky,  K.,  Jr. 
+.     Wien.  med.  Presse.     XVIII.     306. 

VAGINA,  Absorption  by. 

Easley,  E.  T.  Absorption  by  the  va- 
ginal raucous  membrane.  Med.  &  Surg. 
Reporter.     Pkila.     XXXVII.     67. 

VAGINA,  Cancer  of.    See,  also,  Ute- 
rus, Cancer  of. 

Siredey.  +  +.  Bull,  et  m^m.  Soc. 
med.  d.  hop.  d.  Par.  1876.  XIII.  ae  s^r. 
220. 

VAGINA,  Cysts  of. 

Clienevlfere,  E.  -\--{-  ....  von  Col- 
pohyperplasia cystica.  Arch.  f.  Gynsek. 
Berl.  XI.  351.  I  Taf.  — Engel,  G. 
A  hiivelytomlok  casuisticajahoz.  Orvosi 
hetil.  Budapest.  109,  129.  —  Mund6. 
+.     Am.   J.   Obst.     N.   V.     X.     673.— 

Preusclien.     Ueber  Cystenbildung 

Virchow's  Archiv.  Berl.  LXX.  111-128. 
I  Taf.  —  Ruge,  C.  Zum  Bau  der  Luft- 
cysten  der  Scheide.  Ztschr.  f.  Geburtsh.  u. 
Gynak.     Stuttg,     II.     29. 

VAGINA,  Foreign  Bodies  in. 

Braun,  E,  +.  Wien.  med.  Presse. 
XVIII.     1291. — "Waldenstrom,  J.  A. 

+.    Upsala  Lakaref.  Fbrh.    1877-78.    XIII. 
180. 
VAGINA,  Gas  from. 

Nunez,  Fa  S«    Expulsion  de  gaz  par  la 


vulve  au  cours  d'un  accouchement  di£Sdle: 
inflammation  et  explosion  de  ces  gaz.  J. 
de  med.  et  de  chir.  prat.  Par.  XLVIII. 
498. 

VAGINA,  Hemorrhage  from. 

Morris,    J.     +    following  coitus. 

Tr.  Med.  &  Chir.  Fac.  Maryland.  91. — 
Murpliy,  P.  J.  Infantile  vaginal  hemor. 
rhage.    Tr.  M.  Soc.  Dist.  Columb.     IV.    9. 

VAGINA,  Inflammation  of. 

MoNTAGARD,  E.  *  Dc  la  vagin- 
ite  aigue  et  chronique.  Paris.  72 
pp.    8°     1877. 

Zweifel emphysematosa.    Arch. 

f.  Gynak.     Berl.     XII.     39-52. 

VAGINA,  Prolapse  of.  See,  also. 
Hernia,  Vaginal ;  Uterus,  Cervix, 
Diseases  of;  Uterus,  Prolapse  of. 
Baker,  W.  H.  Rectocele  and  cysto- 
cele  dependent  upon  the  sundering  of  the 
union  of  the  perineal  muscles.  Boston  M. 
&  S.  J.  XCVI.  445.  —Gillette,  W.  R. 
A  new  operation  for  the  cure  of  rectocele 
and  cystocele.  Am.  J.  Obst.  N.  Y.  X 
288.  —  Kokltansky,  K.,  Jr.  Wien. 
med.  Presse.     XVII 1.     363. 

VAGINA,  Rupture  of  See,  also. 
Uterus,  Rupture  of;  Labor,  Com- 
plicated. 

Freer.  -|-  death  four  years  and  a  half 
after.  Proc.  M.  Soc.  Land.  1875-1877. 
III.  33.  — Hanks,  H.T.  -}-....  death 
from  shock  and  loss  of  blood.  Am.  J.  Obst. 
N.  Y.  X.  272.  — Martel.  +  ....  i  la 
suite  de  manoeuvres  obstetricales  faites  en 
ville;  pdritonite;  mort.  Arch,  de  tocol. 
Par.  IV.  45.  — Ross.  Canada  M.  &  S. 
J.  Mo7ttreal.  415.— Storrs,  M.  Va- 
ginal lacerations  from  parturition.  Proc. 
Connecticut  M.  Soc.     Hartford.     129. 

VAGINA,  Tumor  of.  See,  also.  Tu- 
mor, Recto-vaginal ;  Uterus,  Polyp 
of. 

Neugebauer,  L..  A.  Fibromyoma 
Vaginse.  Beitrag  zur  Lehre  von  den  vaginal 
Tumoren.  Vrtljschr.  f.  d.  prakt.  Heilk. 
Leipz.     CXXXIV.     59-102. 

VAGINISMUS.  See,  also,  Dyspa- 
reunia.  Labor,  Complicated. 

Bax.  -f-.  Union  m^d.  et  scient.  du  nord- 
est.  Reims.  I.  243.  — Bernutz.  Rev. 
de  th^rap.  m^d.-chir.  Par.  XLIV.  3. 
Also,  Abeille  m^d.  Par.  XXX IV.  27. 
—  Campbell,  F.  "W.  Canada  M.  Rec. 
Montreal.  V.  97.  —  Cliadwick,  J.  R. 
-(-....  traced  to  spasmodic  turgescence  of 
the  clitoris.  Am.  Practitioner.  Louisville. 
XVI.  I.  — Cooper,  G.  F.  -{-....with 
enlarged  hymen.  Tr.  Georgia  M.  Ass. 
Atlajita.  1877.  XXVIII.  74.  —  Fos- 
ter, A.  M.  On  the  nature  and  exciting 
causes  of Am.  M.  Bi-weekly.  Louis- 
ville. VII.  220.  — Ranse,  F.  de.  Note 
sur  I'hyperesthdsie  vulvaire  et  le  vaginisme. 
Bull.  Acad,  de  m^d.     Par.    2  s.    VI.     547. 

VAGITUS,  Uterinus.     See  Fetus. 

VARICOCELE. 

Depaul,  J.  A.  H.  Des  varices  pen- 
dant la  grossesse.   J.  d.  sages-femmes.    Par. 

V.     346.  —  D\viglit,  T in  the  fe- 

male.     Boston  M.  &  S.  J.     XCVI.     185. 

VASELINE.     See  Acid,  Salicylic. 
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VETTEKEAIj  Disease.     See  Fisttila, 
Vesico-vaginal. 

VENESECTION.  See,  Labor,  Com- 
plicated ;  Puerperal  Convulsions. 
Hovritz,  F.  Nogle  Bermsrkninger 
om  lokale  Blodudlommelser  i  den  gynsko- 
logiske  Praxis.  Gynaek.  og  Obst.  meddel- 
elsen.     Kjobeniiavn.     I.     127. 

VERATRUM  Vtride.      See   Perito- 
nitis ;  Puerperal  Convulsions. 

VERSION.     See  Labor,   Abnormal 
Presentations. 

VISCERA,    Transposition   of.      See 
Cesarean  Section. 

VOMITING  in  Pregnancy.  See,  also, 
Dysmenorrhea. 

Duboue.  +  Des  bons  effets  du  tannin 
dans Arch,   de  tocol.     Par.     513-523. 

—  Frotvertj  C.  G.  +  successfully 
treated  with  ingluvin  (ventriculus  callosus 
galinaceus).  Cincin.  Lancet  &  Obs.  XX. 
1083.     ^/io,  Med.  Rec.   iV.  K.    XII.  664. 

—  Mlnot.  Induced  labor  for  obstinate 
....  Boston  M.  &  S.  J.  XCVII.  345. 
Rotll.  Centralb.  f.  Gynak.  Leipz.  I. 
321.  —  Sclimitt,  A.  Memorabilien.  Heil- 
bronn.  XXII.  1 14.  —  Smith,  Q.  C. 
Tincture  of  Nux  vomica  for  nausea  and 
....  Pacific  M.  &  S.  J.  San  Fran.  XX. 
97.  —  Weber,  F.  Ueber  das  krankhafte 
....  Allg.  med.  Central-Ztg.  Berl.  XLVI. 
554,  565,  581,  593- 

VULVA.     See,  also,  Perineum,  Rup- 
ture of ;  Vagina,  Rupture  of. 

FvFens,  J.  Congenital  atresia  of  the 
vulva  and  phimosis.  Brit.  M.  J.  Land. 
1877.  II.  476.  — Hyatt,  H.  O.  Note 
on  the  normal  anatomy  of  the  vulvo-vaginal 
orifice.  Am.  J.  Obst.  N.  Y.  X.  253, 
635- 

VULVA,  Inflammation  of. 

Gosselin.  Vulvite  chancreuse  ^reth- 
emato-elephantiasique  et  unilaterale.  Gaz. 
des  hop.     Par.     L.     705. 

VULVA,  Laceration  of. 

Duncau,  J.  M.  On  the  laceration 
of  the  external  genital  organs  (except  the 
hymen)  during  labor  in  primiparae.  Obst. 
J.  Gr.  Brit.  Lotid.  IV.  641-655.  — GU- 
lette,  W.  R.  Case  of  rupture  of  the 
vestibule  during  labor.  Am.  J.  Obst. 
N.  V.     X.     2S6. 

VULVA,  Thrombus  of. 

Fasbender ausser    Schwanger- 

schaft,  Geburt,  und  Wochenbett.  Berl. 
klin.  Wchnschr.  XIV.  igo.  — Netzel, 
W.  -f-.  Hygiea.  Stockholm.  XXXIX. 
145-157.  —  Reluest,  N.  -(-. — Curacion. 
An.  iSoc.  ginec.  espan.   Madrid.    III.   119, 

VULVA,  Tumor  of.     See  Labia. 


VULVA,  Ulcer  of.     See  Uteres,  In- 
flammation of. 
VULVO-VAGINAL     Gland.      See, 
also,  Gonorrhea. 

Kohn,   J Abscess.     Med.-chir. 

Centralb.  Wien.  XII.  473.  —  Roki- 
tansky,  K.  von.  Abszesse  der.  . . . 
Wien.  med  Presse.  XVIII.  393. 
"WOMEN,  Diseases  of  See,  also. 
Gynecology;  Hydrotherapy; 
Baths. 

Albrecht,  F.  F.  N.  Die  Heim- 
lichkeiten  und  Krankheiten  der 
Frauen.  Ein  Belehrbuch.  f.  Miit- 
ter  u.  Jungfrauen,  etc.  9  Aufl.  Deud- 
linbtirg.     124  pp.     8°     1877. 

Athill,  L.  Clinical  lectures  on 
diseases  of  women.  London.  4  ed. 
8°     1877. 

Churchill,  F.  The  diseases  of 
women.  6  ed.  8°  61  PI.  894  pp. 
London.     1877. 

Galabin,  a.  The  student's  guide 
to  diseases  of  women.    London.    8° 

1877. 

Gerard,  G.  Traite  pratique  des 
maladies  de  I'appareil  genital  de  la 
ferame  avec  une  notice  sur  la  steril- 
ite  et  le  moyen  d'y  remedier  par  la 
fecondation  artificielle.  Paris.  2  ed. 
12°     1877. 

Roberts,  D.  L.  Diseases  of 
women.     London.    8°     1877. 

Tait,  L.  Diseases  of  women. 
London.     310  pp.     12°     1877. 

Tilt,  E.  J.  A  handbook  of  uter- 
ine therapeutics  and  diseases  of 
women.  London.  Post  8°  4  ed.  1877. 

Wing,  C.  E.  The  specialty  of 
diseases  of  women.  Boston.  8  pp. 
8°     1877. 

Berruti,  G.  Gli  errori  di  diagnosi  e 
di  cura  nelle  malattie  delle  donne.  Indi- 
pendente.  Torino.  XXVIII.  81.97. — 
Duliriug,  L.  A.  -|-  ....  Bearded 
woman.  Arch,  of  Dermatol.  N.  Y.  III. 
193- 

XENOMENIA.     See  Menstruation, 
Anomalies  of. 

Carneiro  da  Rocha,  I..  F^bre 
amarella.  —  Parto  como  complicacao.  — 
Morte  do  feto  em  consequencia  de  infecQao 
morbida  pelo  organismo  materno.  Cur;i  da 
doente.  Rev.  med.  Rio  de  Jan.  1876 
III.     163. 
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